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Dr. Denton Kerr 


Ninety-second President of the Texas Medical Associa- 
tion is Dr. Charles Denton Kerr of Houston, who, on May 
1, took over the office from Dr. Milford O. Rouse of Dallas 
during the ninetieth annual session in Dallas. 

His is the success story of the small town farm boy whose 
ability and hard work have made him today a leader in his 
profession and in the civic life of the largest city in Texas. 

Dr. Kerr was born on April 4, 1903, on a farm near 
Bronson, Texas, son of Stephen Austin Kerr and Florence E. 
(Page) Kerr. He had five brothers and four sisters, and 
times were hard in the years of his boyhood. The soil alone 
could not support the large family, so Stephen Kerr was 
often forced to work in nearby sawmills to pay back money 
he had borrowed to plant his crops in the spring. Young 
Denton was frequently his father’s helper, both on the farm 
and in the mill, after school and in the summer months, 
and it was during these years that his father steadfastly en- 
couraged him to get the education he himself had never had. 

When Dr. Kerr was graduated from Rosevine High 
School in Sabine County at the age of 18, he became one 
of the teachers in a two-teacher school in Pinehill near his 
home town; three years later he became teacher and then 
principal at Rosevine. But—in the spring and summer 
months during those years, he took premedical courses at 
Stephen F. Austin College in Nacogdoches. 

In 1923, he and the former Miss Edna A. Pointer of 
Bronson were married in that town. 

By 1929, the future doctor was able to leave school 
teaching and study medicine at the University of Texas 
Medical Branch in Galveston. He received his degree in 


305 















May, 1933, after which he interned at Her- 
mann Hospital in Houston and took his resi- 
dency at various military hospitals and Duke 
Hospital, Durham, N. C. 

Dr. Kerr’s entire medical career has been 
spent in Houston, with the exception of some 
40 months with the Army Air Corps as a major 
during World War II and a period in 1946 of 
postgraduate work at Duke Hospital. 

He is a member of the Harris County Med- 
ical Society, the Texas Medical Association, and 
the American Medical Association. Evidence of 
his leadership abilities is apparent in the fact 
that he was secretary of his county society in 
1947 and president in 1949 and that he has 
been chairman of the Section on Obstetrics and 
Gynecology of the Texas Medical Association 
and was a Trustee when named to the presi- 
dency-elect a year ago. In 1955-1956, he was 
second vice-president of the Southern Medical 
Association, and in 1951-1952, president of 
the Association of American Physicians and 
Surgeons. 

In 1953, Dr. Kerr was appointed by the 
United States State Department to attend the 
Second All-Pakistan Medical Conference at 
King Edward Medical College in Lahore, Pakis- 
tan, as a representative of the American Med- 
ical Association. After the session, he toured 
the country as lecturer, consultant, and demon- 
strator of operative techniques. In 1951, he 
was appointed to an advisory committee to im- 
prove federal medical aid, an affiliate of the 
Citizens Committee for the Hoover Report. 

Dr. Kerr is currently assistant professor of 
obstetrics and gynecology at Baylor University 
College of Medicine. He is a diplomate of the 
American Board of Obstetrics and Gynecology, 
a fellow of the American College of Surgeons 
and of the American College of Obstetrics and 
Gynecology, and a member of the Central Asso- 
ciation of Obstetricians and Gynecologists. 

Houston, too, has recognized him as a leader. 
He is chairman of the city health board; mem- 


ber of the board of directors, Sam Houston 
Area Council of Boy Scouts of America; execu- 


306 








tive committeeman and past co-chairman of the 
Houston United Fund drive; former vestryman 
and senior warden, Palmer Memorial Episcopal 
Church; former board member and an honor- 
ary life member of the Houston Chamber of 
Commerce; member of Rotary and the Masons. 
He is a former Democratic committeeman from 
Harris County. 


“I am a great believer in education and hard 
work,” he has been-quoted as saying, “and 
these, together with a definite but flexible plan 
of life are an unbeatable combination for suc- 
cess.” As is apparent from his own busy sched- 
ule, Dr. Kerr does not believe that “many men 
can achieve success or better their position by 
spending only 40 hours a week on a job.” 
When he does take some time out occasionally, 
he is most likely to be found hunting, fishing, 
or on a golf course. 

As might be expected of a self reliant man 
who has achieved success largely by his own 
labors, Dr. Kerr believes in individual effort 
and free enterprise. He has been in the fore- 
front to recognize inroads into the free, pri- 
vate practice of medicine, to alert his fellow 
citizens to the dangers he sees, and to act on 
his convictions. 

Dr. and Mrs. Kerr live at 1924 Braeswood 
Boulevard in Houston with their teenage son, 
Robert Denton. Another son, Dr. Rupert Kerr, 
is now practicing medicine with his father in 
Houston, following a stint in the United States 
Army and studies at Duke University. 

Dr. Kerr’s living brothers and sisters include 
Thurman Kerr of Mexia; E. E. Kerr of Beau- 
mont; O. D. Kerr of Jasper; S. A. Kerr, Jr. of 
Huntsville; Mrs. Jewel Dranshorn of Bronson; 
Mrs. Lessie Birdwell of San Augustine; and 
Mrs. Lou T. Baldree of San Augustine. 

This, then, is the newly-installed President 
of the Texas Medical Association: a hard work- 
er, esteemed by his fellow physicians and civic 
associates, and with broad experience. Such 
qualities presage a noteworthy year under his 
leadership. 
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Good Session in Big D 


The House of Delegates gave an ovation to 
Dr. May Owen of Fort Worth, retiring chair- 
man of the Council on Scientific Work, during 
the recent annual session of the Texas Medical 
Association. This applause was recognition not 
only of the hard work which Dr. Owen has 
devoted to development of the annual meetings 
in recent years, but also of the excellent results 
which she and the many others who have re- 
sponsibility for the sessions have achieved. The 
Dallas meeting set no records, but the general 
feeling seemed to be that it was a “good” meet- 
ing—worth while from the scientific stand- 
point, with some achievement in the business 
affairs of the organization, and full of the fel- 
lowship that makes a convention a pleasure. 

A summary of the Dallas session appears in 
the organization section of this Journal, and full 
transactions will be published in June. Mem- 
bers are urged to check this information because 
a number of actions affecting all Texas physi- 
cians were taken by the House of Delegates. 

Dallas doctors and their wives were gracious 
hosts, and the continuing rains that have bro- 
ken the Texas drouth failed to discourage the 
2,802 who registered for the session. Outgoing 
President Dr. Milford O. Rouse can be proud 
of the session put on in his home town. Now 
we can look forward to an equally fine session 


The House of Delegates in session. Left: Vice-Speaker, 
Speaker, and chairman of the Board of Trustees (left to 
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for 1958 in Houston, home town of his suc- 
cessor, Dr. Denton Kerr. 


Dr. Pickett Retires 


After 42 years as his county’s delegate and 
ex officio in the House of Delegates of the 
Texas Medical Association, Dr. B. E. Pickett 
announced his voluntary retirement from this 
post at the concluding meeting of the House 
of Delegates at the session in Dallas earlier 
this month. Members of the House hearing 
his announcement stood and applauded in trib- 
ute to Dr. Pickett for his many contributions 
to the medical profession. 

A self made man, Dr. Pickett was Presi- 
dent of the Texas Medical Association in 
1947-1948; a past president of the LaSalle- 
Frio-Dimmit Counties Medical Society, South- 
west Texas District Medical Society, Interna- 
tional Postgraduate Medical Assembly of South- 
west Texas, and Texas Public Health Associa- 
tion; and a former member of the Texas State 
Board of Health. He was a delegate from the 
Texas Medical Association to the American 
Medical Association for 10 years—chairman of 
the delegation for most of that time—and con- 
tinues to do an important job on the national 
level as chairman of the Council on Constitu- 
tion and Bylaws. 

It is such faithful, devoted service as Dr. Pick- 
ett’s that gives a medical organization strength. 


right), with staff assistant and official reporter. Right: 
County society and ex officio delegates. 











Teammates 


An artist without his paints and brush would 
be seriously handicapped. Just so would the 
physician be handicapped without the drugs, 
instruments, and other paraphernalia incident 
to modern medical care. 

Not only does the physician need materials 
with which to work, he needs to know that 
they are dependable, that they reflect the best 
advances in research, and that they are accessi- 
ble to him and his patients. He can learn about 
products that fulfill these criteria by reading 
the advertisements in the Texas State Journal 
of Medicine and examining the technical ex- 
hibits at the annual sessions of the Texas Med- 
ical Association. Screening of such advertise- 
ments and exhibits according to principles 
adopted for the protection of members of the 
Association and in accordance with good taste 
and practice is assurance that any product given 
publicity through these mediums may be used 
with confidence. 

Aside from the information which the doc- 
tor obtains from the advertisements and the 
exhibits, the concerns which advertise and ex- 
hibit provide financial support which makes 
possible more and better editorial matter, a 
more comprehensive annual session with better 
speakers and facilities, than would be possible 
otherwise unless each doctor bore a heavier 
load of the expense. For example, advertisers 
in 1956 paid $70,907.98 out of the total ex- 
penditure of $81,257.10 for the Journal. Ex- 
hibitors at the annual session just concluded 
made available a net of about $12,000 for use 
in staging the annual session, which probably 
will cost, when all bills are in, at least as much 
as the $20,000 the 1956 session cost. It has 
been estimated, furthermore, that each exhibi- 
tor spends an average of $750 at a meeting 
such as the one in Dallas, making the total 
expense to the exhibitors at this year’s meeting 
something like $75,000. 

Pharmaceutical, instrument, publishing, and 
other industries which depend on the medical 
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profession for their livelihood certainly recipro- 
cate, sharing in the continuing education of 
physicians and offering them handy, effective 
tools of their trade so that their skill can be 
best applied. 


The Real Thing 


The people of Dallas can be thankful that 
physicians there were ready when disaster struck 
in the form of a tornado April 2. Pre-plan- 
ning paid off in a smoothly operating, effective 
medical care effort—reported elsewhere in this 
issue—that might have been less than satisfac- 
tory had no preparation been made. 

This “real life drama” brings forcibly to at- 
tention the value not only of the paper-chart- 
ing and discussing and planning Dallas County 
Medical Society and other officials in Dallas 
had done, but also of the test and educational 
exercises such as Operation Rebound, held 
March 29 in southeast Texas and mentioned 
both in the April Journal and again in this 
issue’s news section. The Galveston County 
doctors who took part in the Operation Re- 
bound field trial remembered a real life oc- 
casion in which their skill and ingenuity was 
called into play: the Texas City disaster of 
April, 1947. And Waco and San Angelo phy- 
sicians have not forgotten the services they 
were called on to perform following twin 
blows of a single tornado in May, 1953. 

It has been said that insurance is being pre- 
pared for something you don’t want to happen. 
Insurance against unnecessary human suffering, 
whether caused by enemy attack or natural 
calamity, is being provided by the doctors who 
serve on emergency medical service committees, 
sign up to fill their appropriate place on the 
emergency team, and cooperate in rehearsals. 

Congratulations are due the Dallasites whose 
emergency plans were ready when they were 
needed. Congratulations are in order also for 
those throughout the state who are getting 
ready for disasters all of us hope will never 


come. 
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Presidents Page 


A BETTER INFORMED MEMBERSHIP 


If my administration is to have a theme, I should like for it to 
be “A Better Informed Membership.” I earnestly urge the newer 
members of Texas Medical Association to strive daily to learn more 
and more about the art and science of modern medical practice. I urge 
the older members to do their best to assist their younger colleagues 
in their efforts to become better and more respected physicians. In 


no other way can we maintain the dignity and prestige that our pre- 
decessors have gained for us. 


While planning the financial, professional, and spiritual future 
for yourself and your family be sure to include your political future. 
What will it profit you if you teach your children independence and 
thrift if a bureaucratic government takes his weekly earnings? What 
good will a retirement plan or an annuity do you if the dollar keeps 
shrinking in value? What good will it do for you to work night and 
day for a lifetime to build up an estate for your wife and children if 
it is to be confiscated by an inheritance tax? How can you urge your 
child to dedicate himself to a noble profession such as ours if a dic- 
tatorial bureaucracy is to insert itself between him and his patients 
and tell him how he is to practice medicine and what his income will 
be? Why should he enter any other profession or vocation if his chief 
competitor is to be an all powerful government? 


Since the beginning of our republic, aliens and radicals have been 
trying to destroy it. At the same time pessimists have been saying 
that we were headed for destruction, while the more optimistic have 
said that our free enterprise system would live forever. On the 
next page you will find an outline for destruction of a capitalistic 
form of government. Opposite this outline you will find what Con- 
gress has done toward our ultimate destruction in the past 40 years. 
I wish you would study these carefully and predict the future of your 
children and grandchildren, unless more people become informed, con- 
cerned, alarmed, and active. Your Congressman can help change the 
situation for better or for worse. You can help change your Congress- 
man by communicating with him frequently—or by remaining silent. 


Me Aa 
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STEPS TOWARD DESTRUCTION OF CAPITALISM 


From the Communist Manifesto— 


. Abolition of property in land and ap- 
plication of all rents of land to public 


purposes. 


. A heavy progressive or graduated in- 
come tax. 


. Abolition of all right of inheritance. 


. Confiscation of the property of all emi- 
grants and rebels. 


. Centralization of credit in the hands of 
the state, by means of a national bank 
with state capital and an exclusive 
monopoly. 


. Centralization of the means of com- 
munication and transport in the hands 
of the state. 


. Extension of factories and instruments 
of production owned by the state; the 
bringing into cultivation of waste lands, 
and the improvement of the soil gener- 
ally in accordance with a common plan. 


. Equal liability of all to labor. Estab- 
lishment of industrial armies, especially 
for agriculture. 


. Combination of agriculture with man- 
ufacturing industries; gradual abolish- 
ment of the distinction between town 
and country by a more equable distribu- 
tion of the population over the country. 


. Free education for all children in pub- 
lic schools. 


10. 


Changes Made By Our Congress 
And Our Bureaucrats 


. 40 per cent of all land is owned by the 


government. 


. Federal taxes can take up to 88 per 


cent of personal income. And at this 
time take 27 per cent of the average 
man’s income. 


. Under the highest tax rate, the gov- 


ernment can confiscate 77 per cent of 
the value of an estate. 


. To date, no seizure of this type has 


been attempted here. 


. The federal government is in banking 


and financing with the Reconstruction 
Finance Corporation, the federal land 
banks, the Federal Intermediate Credit 
Bank, and others. 


. Radio and television are tightly con- 


trolled by the government. So are the 
railroads, truck and air lines. Federal 
barge lines operate in competition with 
private carriers. Control of the press 
has been attempted recently. 


. The government produces and sells 


electric power through the Tennessee 
Valley Authority and the Rural Elec- 
trification Administration. It also spon- 
sors irrigation projects and rigid crop 
controls. 


. Forced labor has been attempted but 


unsuccessfully. 


. Under guise of the defense effort, the 


“planners” want industry “dispersed” 
to rural areas. 


Public schools have traditionally been 
organized and financed by individual 
states and cities. However, the federal 
government is attempting to control all 
public schools by subsidizing them. 


(Used by permission from a pamphlet prepared by the Constitution Party.) 
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Radiation and 
The Physician 
In the Atomic Age 


MURRY D. SCHONFELD, M. D., and 
THEODORE BISLAND, M. D. 


Dallas, Texas 


ITH THE RECENT publications of the sum- 

mary reports of the National Research Council 
of the National Academy of Sciences,’ ?:* in respect 
to the biologic and pathologic effects of atomic radi- 
ation, together with the associated publications of the 
reports in the lay press and the current “scare cam- 
paign,” it behooves the practicing physician to ac- 
quaint himself more closely with the current recom- 
mendations of the National Research Council. 


RECOMMENDATIONS ON 
RADIATION EXPOSURE 


The recommendations are as follows: (1) Records 
should be kept for every individual showing his total 
accumulated lifetime exposure to radiation. (2) The 
medical uses of roentgen ray should be reduced to as 
few as is consistent with medical necessity. (3) The 
average exposure of the populations’ reproductive 
cells to radiation, above the natural background, 
should be limited to 10 r from conception to age 30. 
(4) The 10 r limit should be reconsidered periodical- 
ly with a view to keeping the reproductive cell ex- 
posure at the lowest practical level. (5) The indi- 
vidual person should not receive a total accumulated 
dose to the reproductive cells of more than 50 r up 
to age 30 years and no more than 50 r additional up 
to age 40. 


As well, it is important for persons directly con- 
cerned with the use of radioactive materials and radi- 
ation producing equipment, whether they be special- 
ists or otherwise, to be acquainted with the regula- 
tions on radiation exposure recently adopted by the 
Texas State Board of Health.* These regulations, based 
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ORIGINAL. 
ARTICLES 


on the prior recommendations, became effective and 
binding on September 1, 1956. Some important points 
deserve emphasis. 


1. Registration.— Any person using or operating 
any radiation machine or storing, manufacturing, 
using, or handling any radioactive material shall noti- 
fy the Texas State Board of Health of the fact in 
writing within 30 days following the commencement 
day thereof. 


Dr. Murry D. Schonfeld, clinical 
assistant in radiology at South- 
western Medical School of the 
University of Texas, and his co- 
author, clinical instructor in 
ophthalmology at Southwestern, 
presented this discussion at the 
Seminars in Radiology at Park- 
land Memorial Hospital, Dallas, 
January 22, 1957. 


We are living in an Atomic Age, with the 
problems of radiation hazards increasing. The 
National Research Council has recommended the 
permissible dosage limits, and based on these rec- 
ommendations the Texas State Board of Health 
has adopted regulations on radiation exposure. 
The implications of these recommendations are 
important, as are the fundamentals of radiation 
genetics. A plea is made for physicians to have at 
least a working knowledge of the facts involved. 


2. Responsibility—The responsibility, in respect to 
any installation where radiation may be present, is 
mainly that the person in charge of radiation safety 
shall determine the hazards resulting from the pres- 
ence of radiation in the installation, and if necessary 
to this end, shall obtain the services of a qualified 
expert. 


3. Monitoring—Personnel monitoring shall be re- 
quired for each individual for whom there is any 
reasonable possibility of receiving a weekly dose of 
all radiations exceeding one-quarter of the maximum 
permissible amounts, which are those recommended 
by the National Bureau of Standards.® 


4. Records——Records of all measurements required 
shall be kept available for inspection; and upon ter- 
mination of employment of a person, the Texas State 
Board of Health, upon request, shall be supplied with 
a statement of that person’s average radiation dose. 

Needless to say, this regulation imposes certain du- 
ties on the physician who utilizes any type of radiation 
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ATOMIC AGE — Schonfeld & Bisland — continued 


producing equipment or substances in his office, with 
respect to his employees and patients. And, in view 
of the fact that radiation is no respecter of conven- 
tional barriers, it behooves the practitioner to exer- 
cise due care in the use of such substances and equip- 
ment and provide the requisite protection as stipu- 
lated by the National Bureau of Standards.§ Ignor- 
ance of the law is no excuse, and failure to conform 
to the legal “due care” concept leaves the physician 
wide open for successful malpractice actions. 


RADIATION GENETICS 


Above and beyond the prior considerations, at a 
time such as this when the daily threat of atomic war- 
fare and its implications exist, when we are current- 
ly engaged in the rapid development of atomic power 
in industry, and when we are devoting more and more 
of our effort to the therapeutic application of high 
energy irradiation, there is need to appreciate the 
fundamentals of radiation genetics, so that we may 
have at least a basic understanding of the underlying 
mechanisms of heredity. 

Genes are the means by which inherited character- 
istics are transmitted. Their arrangement in a linear 
pattern makes up the visible chromosomal bodies, 
which are present in every cell of the human body. 
These chromosomes exist in pairs, human body cells 
containing 48 or one pair of 24 each. These cells are 
diploid whereas the germ cells are haploid, contain- 
ing only half the number seen in body cells.* 

The many thousands of genes which are present 
have the unusual capacity for self duplication during 
cell reproduction. It is these same genes which are 
present within the original sperm and ova that are 
repeatedly duplicated and elaborated in the develop- 
ment of the human organism. We know that these 
genes are extremely complicated molecular structures 
having at least nucleoprotein as a constituent. It is 
evident that genes are intimately associated with enzy- 
matic reactions. They may represent the catalyst for 
the reaction. They may be changed by temperature, 
direct chemical reaction, and radiation. Changes in 
genic structure which are brought about by high en- 
ergy radiation are our direct concern. 

From a historical point of view, it is well to realize 
that the original discovery of the frequency with 
which genes undergo change or mutation was brought 
about with roentgen rays. The relationship between 
the amount of roentgen ray and the frequency of mu- 
tation is a linear one. That this is directly the case 
in humans has never actually been proved, but it 
exists for so many other species that the assumption 
is considered valid. Studies are going on at the pres- 
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ent time which will validate this assumption or erase 
the question mark.’ 

High energy radiations produce their effect on the 
genetic material by ionization. The effect may be 
chemical alteration of genic structure secondary to 
this ionization. It may be related to the direct hit 
on a gene changing its molecular structure or may be 
related to actual chromosomal breakage. This latter 
fact was likewise demonstrated to be a direct effect 
of radiation upon the cell, although it is not consid- 
ered of great practical significance. 

We have mentioned previously that genes change 
and that these changes are spoken of as mutations. 
As far as is known, all genes are capable of mutation, 
and mutations occur spontaneously at a low rate. 
Most mutations produced have a harmful effect and 
most are recessive, which means that they only pro- 
duce their effects when paired with a similar gene. 
This concept is the most fundamental in genetics. 
The gene which produces its effect with an unlike 
member of the pair is spoken of as dominant. It is 
important to understand that all genes are not equally 
sensitive to change. 


IMPLICATIONS 


The implications of the recommendations which 
have been adopted concerning radiation exposure are 
our present concern. They ate considered in terms of 
the effect on the individual and secondly upon the 
population as a whole. The genetic effects of which 
we speak are concerned with the general population 
as a whole. It is evident that certain individuals may 
receive excessive amounts without influencing greatly 
the general pool of gene mutations. 

It is this consideration of the effects on future gen- 
erations that has caused the geneticist to conclude that 
any radiation is harmful. Since it is known, in animals 
at least, and probably so in humans, that exposure to 
ionizing radiation produces increase in numbers of 
mutations, in a linear fashion related to dose, and 
further that most mutations are harmful, the final 
conclusion is reached that any radiation is harmful. 
This is, in fact, true, but we are faced with the prob- 
lem of arriving at a practical solution which will en- 
able us to carry on our progress in this atomic age, 
to improve the quality of medical care through the 
diagnostic and therapeutic use of ionizing radiations, 
and to continue experimentation in the field of the 
atom. In adopting the recommendations, the Board 
of Health gave cognizance to these facts and allows 
persons associated with the direct application of ion- 
izing radiation to be exposed to much larger dosages 
than recommended for the general population. As 
well, the medical use of roentgen rays has not been 
curtailed, nor do we think there is any desire actually 
to curtail necessary roentgen-ray examinations, but 
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rather the desire is for physicians to reconsider and 
avoid indiscriminate use. 

However these points, taken out of context by the 
lay publications and radio, are causing concern among 
the population at large. Certainly the lay public and 
the lay information media are in no position to eval- 
uate all the associated ifs, ands, and buts. The Med- 
ical Research Council of the British Isles* in 1956 
went so far as to state that knowledge at present does 
not actually justify naming any specific figure as a 
limit for the dose of radiation which might be received 
by a population as a whole, and it is this point that 
should be emphasized rather than the fact that all 
radiation is harmful. If the British recommendations 
allow in the neighborhood of 50 r to the reproductive 
cells to the age of 30 years, by which age a parent 
will have had more than half his children, and not 
more than 50 r up to the age of 40 years, by which 
time about nine-tenths of children will have been 
born, it is not to say that these are established limits 
which will protect the population from genetic dam- 
age; these figures are based on what the geneticists 
speak of as the “doubling dose” concerning the rate 
of mutation. In order to understand this expression, 
one should consider the lowest dose of radiation 
which changes mutation in a way which is effectively 
equivalent to a doubling of the mutation rates of 
every gene. There are others who believe that during 
a lifetime a dose of as much as 200 r of whole-body 
radiation, in addition to background spread over 
many years, would be tolerable. The wide variation 
between these figures is clearly evidenced by the fact 
that on one hand, the concern is for the future popu- 
lations, whereas on the other hand, the concern is for 
the individual, since it is assumed that this larger 
figure could be tolerated by an individual without de- 
velopment of complicating disease, such as leukemia. 

The point that we would like to emphasize is not 
that there is no basis in fact for the recommendations 
of the geneticist, but rather that we should approach 
their recommendations with more understanding. 
Certainly we should understand the need for assuring 
that personnel and population are satisfactorily pro- 
tected against ionizing radiations. The simple ex- 
pedient of monitoring may bring to light the inher- 
ent hazards. The excellent record of the atomic en- 
ergy project is evidence in itself that the hazards of 
working with ionizing radiation can be controlled 
adequately and both personnel and population pro- 
tected. It is this necessity for high standards of pro- 
tection that is the essential background of the recom- 
mendations, which, on the surface, would appear to 
limit the use of ionizing radiations. Actually, this is 
not the case. 

There is no need for mass hysteria. Publicity point- 
ing up the damaging effects of ionizing radiations, 
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which have been well understood for years, is un- 
necessary. Rather, an intelligent approach, foreseeing 
the possible dangers both present and future, is 


‘needed. We should accept the recommendations for 


what they are, recognizing that many assumptions 
have been made which may or may not be valid. The 
fact remains that the general conclusions reached by 
the group of scientists working for this government 
were not very much different from the conclusions 
reached by the large group of British scientists, who 
certainly have more than adequate experience and 
background in the practical applications of ionizing 
radiations. The general unanimity of opinion among 
scientists should be looked upon with the same atti- 
tude that we would give to any data obtained under 
unbiased circumstances. Actually, what the scientists 
are calling for is a complete reevaluation of the uses 
of radiation, regardless of purpose. 

There is no attempt to limit the medical profession 
any more than there is an attempt to limit the experi- 
mental and industrial applications of atomic energy. 
The fact remains that industry and government have 
been evaluating the hazards for years but have been 
taking the necessary steps to protect both the indi- 
vidual and the population. How well this job is 
being accomplished can be evident only by the short 
term follow-ups on the Manhattan project. 

We have discussed the implications of the recom- 
mendations of the National Research Council briefly, 
in regard to general medical practice of diagnostic 
and therapeutic radiology. We have said nothing 
about the hazards of exposure to other radiation 
sources. It is interesting to note that the government 
has done an extremely satisfactory job in playing 
down the over-all radiation hazards associated with 
the long range atomic bomb testing program. The 
lay figure of the 30 year dose from weapons tested, 
if maintained at past level, which is estimated at less 
than .5 r, is undoubtedly grossly incorrect. The rate 
of fall-out is considered by some geneticists to be an 
extremely serious problem in that this is something 
that we are in no position to control, unless we can 
actually control, by world organization, the rate of 
weapons’ testing. 

In our own case, there was a tripling in the pro- 
gram between 1953 and 1955, and an additional 
doubling in the year from 1955 through 1956. If 
these factors were actually to continue, it would be 
evident that a continual doubling of this dose rate, 
small as it appears on the surface, could become a 
significant radiation hazard. It is interesting, there- 
fore, to note that the medical profession is bearing 
the brunt of general public opinion in regard to radi- 
ation hazard, whereas the real problem is one which 
is given considerably less attention, because the fig- 
ures were based on facts which are now definitely no 
longer true. We can control medical exposure, but 
what of the problems of contamination from waste 
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disposal, weapons’ testing, and fall-out throughout 
the world? 

In any event, if we are to live with what we have 
created, we must at least understand the problems 
inherent. Only by reevaluating the problem in the 
light of the present situation can we arrive at any 
intelligent program. It would appear that now is 
the time for us to do just this. The medical pro- 
fession must be educated to a greater degree in re- 
spect to radiobiology and radiation genetics. We must 
justly rise above the individual; our civilization may 
be at stake! 


SUMMARY 


We are now in the Atomic Age. The problem of 
radiation hazards is a present and increasing one. 

In the recommendations of the National Research 
Council, we should remember that two concepts are 
involved. As a result, two recommendations regard- 
ing permissible dosage are made involving the fol- 
lowing: 

1. The individual as a procreator of future genera- 
tions. The very small recommended permissible dos- 
age limits are applicable only to the actual radiation 
received by the individual reproductive cells of the 
gonads. These are theoretical limits, transferred from 
animal experiments, extrapolated, and then applied 
to humans. 

2. The individual as a single and eventually termi- 
nable unit. The limits are many times that of concept 
1 and refer to total body radiation. At present, these 
limits are approached only in persons dealing daily 
with radioactive substances, either in the medical 
field or in the weapons program. In the near future, 
it may be applicable to workers in the peacetime in- 
dustrial power field. Should the contamination of the 
atmosphere by the weapons’ testing programs of the 
world continue to multiply, these limits may be 
reached and even surpassed during our lifetime and 
therefore apply to every living soul, without exception. 

Certainly, this factor alone—contamination of the 
upper atmosphere by substances which remain radio- 
active for many years—is of tremendous significance 
and one which should not be forgotten by lay public, 
doctors, military leaders, and politicians. 

Some of the consternation caused by the lay press 
and radio has been due to applying the limits of con- 
cept 1 to the facts of 2. 


The Texas statute relating to radiation - producing 
substances and/or machines is discussed. Compliance 
with statutory regulations is mandatory. Exercise of 
diligence in evaluating the risk, monitoring, and pro- 
tecting colleagues, patients, and employees is neces- 
sary to conform to the “due care” standard of the 
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legal yardstick—a prerequisite to preventing malprac- 
tice actions. 

A brief review of the pertinent medical genetics 
is presented. 

It is necessary that every practicing physician have 
at least a working knowledge of the facts presented, 
not only to evaluate his own situation and equipment 
but also to be able to combat intelligently the wave 
of doubts and questions that has arisen recently be- 
cause of lay publicity. 
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Questions of 
Medical 
Partnerships 


WILLIAM R. HUNT 


Waco, Texas 


SK ANY GROUP of individual practitioners if 
they are in favor of partnerships; the answer, 
of course, will be predominantly in the negative. In 
spite of this, the popularity of forming medical part- 
nerships is on the increase. 
Why do doctors form more partnerships when so 
few actually voice a preference for them? 


Simply put, the reasons for forming partnerships 
are mainly medical and economic in scope, and per- 
sonal preference has little bearing on the ultimate 
decision to form a partnership. Yet if you dig deep 
enough into established and successful partnerships, 
you will find that medical and economic factors be- 


come comparatively less important to continuance of 
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partnerships than personal preferences to continue. 
Maybe it is human nature to resist changes in per- 
sonal habits; thus the partners in established prac- 
tices stay together while still retaining nostalgic mem- 
ories of the freedom to act on their own. 


ADVANTAGES 


The comparisons of the freedom to act are more 
theoretical than actual. In a good partnership prac- 
tice there is freedom in (1) some afternoons, nights, 
and week ends off without worry about patients not 
being cared for or going to a competitor; (2) family 
vacations and professional meetings without much 
loss of income; and (3) little loss of income due to 
temporary disability. 


William R. Hunt is a specialist 
in professional management for 
physicians. 


Although most physicians think they do not 
favor partnerships, such a practicing arrange- 
ment may have advantages for either the be- 
ginning doctor or his already established col- 
league. Problems that may prove costly and 
unpleasant often can be overcome by discussion, 
understanding, written agreements, periodic re- 
view, and counsel. 


Also there is a better potential for retaining many 
important dollars in time of permanent disability, in 
event of death, and in planned retirement or de- 
creased working hours. These factors are due the 
doctor and his family just as much as they are goals 
of labor and corporate organizations. 

In addition, the medical aspect is important to 
most partners. They can have available medical re- 
ferral and consultation without inconvenience to the 
patient and without disconcertion that the patient 
may not return for future care. 


Not to be overlooked is the problem of fee split- 
ting, which can be solved by partnerships in which 
billing is not separated, but income can be shared in 
various proportions. 


Of course one may think partners can save money 
by grouping diagnostic services and secretarial work. 
This is true to some extent, but usually doctors and 
their accountants, who do not specialize in the med- 
ical field, estimate greater savings than those which 
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result. More than likely, any savings are spent in 
better services and facilities. 


‘TYPES 


Let’s look into what makes medical partnerships 
tick and succeed. 

First, of course, there are various types. 

Two young men may decide in internship or resi- 
dency to face the world together having been work- 
ing hand in hand; possibly their wives became good 
friends and drew the husbands together socially at 
first. 

Then there is the established individual practi- 
tioner who needs a young doctor to help him for 
any of many reasons and who must offer him the 
incentive of possible partnership. If he picked the 
right young man—which, by the way, should be ac- 
complished in a thorough manner (this costs time 
and money, but it is always worth eliminating the 
more expensive first guesses)—this young man will 
want the benefits of a partnership, and the two will 
become sound partners. 

In addition, there are doctors who spend time in 
finding a location needing clinic coverage, get four 
specialists (internist, obstetrician, surgeon, and pedia- 
trician) or two or more general practitioners, and 
start with the office and equipment needed for an 
established practice, “sweating it out” until they have 
a profitable patient load. These doctors can be finan- 
cially successful much sooner in smaller cities or 
suburbs than individual general practitioners or spe- 
cialists who set up small offices in larger cities and 
wait three to five years for well established incomes. 
The right town offers these wise partners a full prac- 
tice within two years; sometimes it takes only a year! 

Lastly, there are a few established doctors who join 
in partnerships for any one or more of the many 
benefits of partnerships. Some of these doctors end 


up taking in younger doctors to form a complete 
clinic operation. 


PROBLEMS 


Any of these types of partnerships are dependent 
for real success upon one rule: understanding and 
willingness to talk out problems however small. This 
is best accomplished by planning periodic meetings 
for reviewing the operation. Even greater success 
can be maintained by having a mediator to do two 
things: (1) to solidify open differences into com- 
mon goals; (2) to alleviate potential points of fric- 
tion existing but not observed by the doctors, possi- 
bly because of the lack of periodic information from 
qualified sources. The lack of qualified information 
can be a real detriment to a busy partnership because 
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partners then may get so set upon differences that 
none of them enjoys working together or they break 
completely. 

Of course, a few doctors should not even consider 
partnerships—their personalities could not let them 
succeed if they wanted to! As personal reactions are 
based largely on one’s background compared to the 
present situation, the need for thorough investigation 
prior to bringing a new acquaintance into a partner- 
ship is great. Obviously, two doctors relatively un- 
known to each other should have a trial period to- 
gether. Even this working agreement for a trial pe- 
riod can be very expensive if the doctors later go 
their own ways. Consequently, the time and money 
involved in even one month of “joint” operation 
($750 to $1,000 in salary plus discussion time) is 
best spent at first in thorough investigation of each 
doctor's background and philosophies plus the eco- 
nomic factors of the practice involved. 

Let us see what can be other losses of a poor “first 
guess” with potential partners or partners finally go- 
ing their separate ways. 

The new doctor will have to move, probably out 
of town. Total expenses of an extra move could cost 
from $200 to $700 plus the time involved, and time 
is a doctor’s second greatest asset (his first is his 
patient load). 

Other tangibles, for example, printing costs, signs, 
even extra drug supplies and equipment, have to be 
borne by one or both doctors. This can be from 
$100 up to $1,000. 

Esteem for all concerned is due for a drop in the 
eyes of patients, creditors, employees, and the hos- 
pital, too. Even the doctors’ families can feel the re- 
sults in their social life. This cost in dollars is un- 
known, but the cost can be high! 

Also to be considered is the medical profession. 
“Floaters” can hurt the needed good public relations 
of the medical community. 

Lastly, all concerned will be saying of partnerships, 
“I tried it, and I’m a lone wolf from here on.” This 
could hamper doctors who can and should become 
partners or indirectly cause other partnerships to take 
a more dubious look at their operation and end up 
ready to break up. 


ANSWERS 


Partnerships in medical practices are even more 
similar to marriages than other business partnerships. 
Well counseled couples have more chance for happi- 
ness in marriage, and well counseled doctors stand 
greater gain in partnerships. 

Who can counsel you? Medical Economics lists 
at least 26 firms in this field (two in Texas) and 
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interested attorneys, accountants, bankers, or even 
clergymen can be of help to a great extent. If you 
can get other doctors in successful partnerships to 
take the time really to help you, you can gain much 
from them too, but any partnership should be de- 
signed finally upon the doctors and all the individual 
factors concerned. 

Some of these factors are education and training, 
personality and social characteristics, medical philos- 
ophy, medical experience, economic experience, per- 
sonal financial status, characteristics of family life, 
and goals and methods desired. 

Written reviews of ‘each discussion held for con- 
sidering a partnership and also for its formation are 
excellent for reference to enable completion of the 
necessary written partnership agreements or tempo- 
rary working agreements and intentions. Such writ- 
ten reviews and written agreements can eliminate 
misunderstanding, lack of accurate information, or 
lack of forethought to cover possible future contin- 
gencies that are factors hindering formation of suc- 
cessful partnerships. 


> Mr. Hunt, Management Service for Doctors, P. O. Box 
3037, Waco. 


Abscesses 
And Sinuses 


In the 
Perianal Region 


Differential Diagnosis 
And Treatment 


JOHN R. HILL, M. D. 


Rochester, Minnesota 


— than three years ago, a paper of mine was 
published under a title somewhat similar to the 
title of this paper. The fact that, in the previous 
paper, I professed some knowledge of the subject of 
it may be the reason why I have been invited to 
speak here. However, the difficulty arose, when I 
started preparation of this present paper, that I had 
said before, as well as I could, much of what I was 
scheduled to say to you. The two papers do not 
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cover exactly the same ground but, if anyone hears 
echoes in this one, they are here by permission and 
they can be traced to their source in my paper to 
which reference is given in the accompanying list of 
relevant articles. 

When a patient with an abscess or a draining sinus 
in the perianal region complains of his difficulties, 
the physician has the duty of proving that a fistula 
is not forming or does not already exist. Neverthe- 
less, if he is acquainted with other conditions which 


Dr. John R. Hill, who is from 
the Section of Proctology, Mayo 
Clinic and Mayo Foundation, 
was a guest speaker at the 
1957 annual session of the Tex- 
as Medical Association in Dal- 
las. This paper was presented 
for the Section on General Prac- 
tice, April 30. 


When the physician sees a patient who has an 
abscess or a draining sinus in the perianal region, 
the burden is on him to prove that a fistula is 
not forming or does not already exist. Comedo, 
sebaceous cyst, furuncle and furunculosis, hidrad- 
enitis suppurativa, pilonidal disease, and other 
nonfistulous conditions may be confused with ab- 
scesses and sinuses of fistulous origin. Treatment 
usually is surgical; the use of antibiotics is limited. 


may produce such abscesses and sinuses, he may avoid 
futile effort to find a fistulous connection with the 
anus or rectum. If there is no fistula, but a perianal 
sinus exists, then another cause for the draining aper- 
ture should be sought. 

Two concepts underlie what is said here; the struc- 
ture called a “fistula” is presumed to connect with 
the anal or rectal lumen (or on rare occasions with 
a more orad portion of the bowel); what is here 
called a “sinus” may be the external end of a fistula 
or may be a tract that has no connection with the 
lumen of the anus, rectum, or any other portion of 
the intestine. 


FISTULOUS CONDITIONS 


Approximately 85 per cent of perianal sinuses op- 
erated on by members of the Section of Proctology 
at the Mayo Clinic are of fistulous origin—under the 
definitions given. 

Abscesses that terminate in fistulas are most often 
results of infection beginning in anal crypts and, at 
least in some cases, probably are related to the pres- 
ence of anal ducts that connect with the crypts. The 
next most frequent cause of a fistula is an abscess 
beginning in an anal fissure. Much less commonly, 
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abscesses and fistulas in the anorectal region are sec- 
ondary to inflammatory or malignant ulcers, to pene- 
trating wounds, or to other types of trauma to the 
anus or rectum. Fistulas also may be associated with 
congenital anomalies which, of course, are rare. On 
infrequent occasions, furthermore, the source of a 
fistula which has its secondary opening in the peri- 
anal area may be disease which is located higher in 
the bowel. For instance, I have observed 2 patients 
with sigmoidoperianal fistulas that were secondary to 
perforation of diverticula of the sigmoid. 

Occasionally an abscess in the perianal region may 
drain back through the opening into the lumen of 
the anus or rectum and then not proceed to forma- 
tion of a fistula; in other words, an external opening 
does not form. In such an instance the abscess, un- 
less treated, progresses to the chronic phase, and a 
so-called incomplete fistula results. Roughly speak- 
ing, any abscess that has not advanced to the point 
of spontaneous rupture, or to the point of having 
to be incised and drained, in four to five days should 
be suspected of draining back through its source. 
Proctologists have found, also, that the use of anti- 
biotics may abort, but not cure, these infectious pro- 
cesses and that employment of these substances may 
cause confusion by altering the usual sequence of 
events. More will be said about this under the head- 
ing “treatment.” 


NONFISTULOUS CONDITIONS 


The following conditions, which may cause peri- 
anal abscesses and sinuses, may be confused with ab- 
scesses and sinuses of fistulous origin. 

Comedo.—tin the skin about the anus comedones 
may become relatively large, may undergo inflamma- 
tion, and may give rise to pustules. Occasionally a 
tiny, superficial sinus remains after this infection. 
The presence of other comedones usually makes the 
diagnosis obvious. 


Sebaceous Cyst.—A sebaceous cyst may undergo in- 
flammation and suppuration and may form a chronic, 
nonfistulous sinus which drains periodically. After 
a sinus has formed it may not be possible to identify 
the preceding condition as an infected sebaceous cyst. 
The history of a painless, subcutaneous mass having 
been present in the same location as the sinus, but 
prior to the onset of inflammation, is suggestive 
evidence. 


Furuncle and Furunculosis—An ordinary furuncle 
may occur in the perianal region and may simulate 
the stage of abscess of anal fistula. On rare occasions, 
also, a carbuncle may be seen in this area. A sinus 
rarely, if ever, follows either of these conditions. 

The term “furunculosis” refers to the condition 
that accompanies a crop of boils, a disorder that may 
extend over weeks or months. When furuncles keep 
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recurring, the history is suggestive of fistula. Since 
furuncles, however, do not tend to recur in exactly 
the same area and do not leave sinuses, distinction 
between the two conditions usually is not difficult. 


Hidradenitis Suppurativa—tn the perianal region, 
as well as in the axillary, mammary, inguinal, and 
genital regions, some of the sweat glands are larger 
and more deeply situated in the subcutaneous tissue 
than is usual and are called “apocrine” glands. The 
condition known as hidradenitis suppurativa appar- 
ently begins as the result of infection of these large 
glands. It is manifested in the early stages by one 
or more subcutaneous nodules, which grow to the 
size of a pea or larger and undergo softening and 
suppuration; subsequently, nonfistulous sinuses form. 
The process spreads through the subcutaneous tissue 
and, in the later stages, is associated with honeycomb- 
ing of the skin and subcutaneous tissue by draining 
sinuses and abscess cavities. The disease may remain 
localized, but not uncommonly, in conjunction with 
the perianal involvement, there are lesions in the 
sacrococcygeal, gluteal, genital, or inguinal regions, 
and in advanced cases there may be mass involvement 
of all these tissues concomitantly. 


In the early phases, hidradenitis suppurativa is not 
easily distinguished from other localized suppurative 
conditions. In the chronic stage, the disease, particu- 
larly if it is extensive, usually is not difficult to diag- 
nose. It may be confused, however, with extensive 
pilonidal disease or anal fistula. Frequently the di- 
agnosis of hidradenitis suppurativa will be aided by 
finding similar lesions in other regions where apocrine 
glands are located. 


Pilonidal Disease——An abscessed pilonidal cyst or- 
dinarily points over the sacrococcygeal region. Oc- 
casionally, however, the infection burrows downward 
and points in the perianal region, usually posterior or 
lateral to the anus and on rare occasions anterior or 
anterolateral to it. Such an abscess may be hard to 
distinguish from one arising within the anus or rec- 
tum unless, when the abscess is opened, it is found 
to contain hair. On the other hand, after the abscess 
has been opened and sufficient time has elapsed, by 
palpation or probing, or both, a fibrous tract readily 
can be traced to a nonfistulous sinus in the midline 
in the sacrococcygeal area. This sinus often is tiny. 
Rarely, pilonidal disease and anal fistula may coexist. 


Cysts Anterior to the Sacrum or Coccyx.—Dermoid 
cysts which are situated between the posterior wall 
of the rectum and the anterior surface of the sacrum 
frequently are accompanied by a congenital sinus (or 
dimple) just outside the external anal margin pos- 
teriorly, in the midline. Furthermore, since most der- 
moid cysts in this region have undergone infection 
by the time the patient seeks the surgeon, one or 
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more secondary sinuses may have formed in the peri- 
anal region, usually posterior to the anus. When sec- 
ondary sinuses do form, the condition readily may 
be confused with anal fistula. The true nature of the 
process may not be realized until surgical explora- 
tion. Frequently the situation will have been further 
confused by one or more previous operations for 
what was thought to be a fistula. 

Another type of cyst occurs more frequently than 
does a dermoid. It is small, usually not more than 1.5 
to 2 cm. in diameter; it may be multilocular; it has 
a thin wall which is lined with columnar or cuboidal 
epithelium; and it contains a clear, mucous material. 
This mucous cyst usually is found between the pos- 
terior wall of the rectum and the anterior surface of 
the coccyx. It also may be accompanied by a con- 
genital nonfistulous sinus. In my experience, how- 
ever, this type of cyst rarely becomes infected. 

Trauma.—tin several ways trauma may result in the 
formation, in the perianal region, of an abscess, a 
nonfistulous sinus, or both. For instance, patients 
with pruritus may start a furunculoid type of lesion 
by scratching. Occasionally traumatic fat necrosis 
also is seen and may be confused with an abscess. 
This is caused by an injury, such as a blow, to the 
perianal region; the fat cells of the subcutaneous 
tissue are traumatized, resulting in necrosis, inflam- 
mation and, finally, chronic induration. Such tissue 
may have to be excised, or at least unroofed before 
the process will subside. 

Infection leading to formation of a chronic, drain- 
ing, nonfistulous sinus may be caused, moreover, by 
some type of foreign body being introduced through 
the skin into the underlying tissues, particularly if 
the foreign body is not removed or is not absorbed. 
The foreign substance may be introduced accidental- 
ly, or it may be deposited by injection, for treatment 
of some condition such as anal pruritus, or to produce 
lasting analgesia after operation on the anus. 

Osteomyelitis —Infection arising in the bones of 
the pelvis may point in close proximity to the anus 
and result in a draining, nonfistulous sinus. When- 
ever a chronic perianal sinus is deep and the cause 
of it is not readily suggested, a roentgenogram of 
the pelvis should be made to rule out osteomyelitis. 


ABSCESSES AND SINUSES PECULIAR 
TO THE PERINEAL REGION 


In the female, abscesses and occasionally draining 
nonfistulous sinuses may result from infection of Bar- 
tholin’s glands. Infection of these glands usually is 
readily recognized. However, anal fistulas may be 
found in these parts, and a diagnosis of Bartholin’s 
abscess should not be made until the possibility of 
an anorectal connection has been eliminated by care- 
ful examination. Other causes of perineal nonfistulous 
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sinuses in the female are faulty healing of lacerations 
and of episiotomy wounds following childbirth. 

In males, abscesses and sinuses rarely may result 
from periurethral infection and usually are associated 
with either a benign urethral stricture or a urethral 
malignant growth. Commonly, a history of urethral 
instrumentation can be obtained in such instances. 
After a sinus has formed, the diagnosis usually is 
simplified by drainage of urine through it. 


CAUSES 


The cause of most sinuses in the perianal region, 
both fistulous and nonfistulous, is evident in the his- 
tory, physical examination, pathologic findings, or all 
three. Sometimes, however, the exact nature of the 
condition is not evident on microscopic examination 
because the infection has destroyed the tissues in- 
volved. The only possible microscopic diagnosis may 
be simply “inflammatory tissue.” Bacteriologic studies 
usually are unnecessary, but they may be the only 
way to determine the cause of some conditions, such 
as tuberculosis, actinomycosis, and blastomycosis. On 
occasion, also, it may be necessary to call in the radi- 
ologist to study extensive sinuses after injection into 
them of radiopaque substances. The cause of some 
sinuses remains ultimately obscure. 


TREATMENT 


Detailed discussion of treatment is impossible here. 
In general, however, antibiotics are effective only in 
treatment of lesions of the furuncular type and for 
prevention of spread of certain other conditions. In 
my opinion, furthermore, use of antibiotics is con- 
traindicated in the treatment of abscesses of fistulous 
origin, no matter in what stage of formation they 
may be; as I said earlier, they may alter the usual 
sequence of events and thus cause confusion when 
surgical treatment is attempted. 

Once suppuration has occurred, more radical meas- 
ures are required and they are likely to be curative 
even if the cause cannot be ascertained. Acute ab- 
scesses should be drained surgically, regardless of 
cause, but before this is done the patient should be 
told that further surgical work probably will be neces- 
sary. If abscesses are chronic, the source of the infec- 
tion as well as the infected tissue must be eradicated. 

Thorough eradication of fistulas of the anorectal 
region can be accomplished usually by either fistulot- 
omy or fistulectomy. I usually choose fistulotomy, 
particularly if the fistulous process is deep or exten- 
sive, in order to conserve muscle and to prevent fur- 
ther separation of the ends of any muscle that has 
been severed. For fistulas of the rare sigmoidoperi- 
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anal variety, which may follow perforation of a sig- 
moidal diverticulum, an abdominal surgical procedure 
directed at removal of the source of the infection is 


- required. 


If a chronic abscess or sinus is of nonfistulous ori- 
gin, unroofing it may suffice. Excision of the entire 
process, however, increases the likelihood of cure. 
In cases of hidradenitis suppurativa, excision may re- 
sult in an extensive denuded area which may require 
subsequent skin grafting. All patients with hidrade- 
nitis suppurativa should be told that the disease may 
extend and that the new lesions should be removed 
as they occur. 

In spite of what has just been said in favor of 
surgical treatment, the exception must be kept in 
mind. Occasionally an extensive, nonfistulous sinus 
leads from the perianal region deep into the pelvis 
but causes very little disability. In such instances, 
considering the mutilating procedure which would 
be required to eradicate the sinus, it may be wise to 
forego surgical treatment and to continue observation. 


SUMMARY 


Perianal abscesses and sinuses may be either fis- 
tulous or nonfistulous in nature. As used here, the 
term “fistula” is applied only if a sinus tract connects 
with the lumen of the anus or rectum or with a more 
orad portion of the bowel. Under this definition, ap- 
proximately 85 per cent of a series of perianal sinuses 
studied at the Mayo Clinic were of fistulous origin. 
Most fistulas begin as an infection in an anal crypt 
(or anal duct), but frequently they also may be sec- 
ondary to infection beginning in an anal fissure. Less 
commonly fistulas may be secondary to, or accom- 
paniments of, inflammatory and malignant ulcers, 
trauma, and congenital anomalies of the anorectal 
region; rarely, they result from disease higher in the 
bowel, such as a ruptured sigmoidal diverticulum. 
Nonfistulous sinuses generally arise subsequent to, or 
as accompaniments of, the following conditions: in- 
fections arising in sebaceous or sweat glands, pilonidal 
disease, cysts anterior to the sacrum or coccyx, trauma, 
osteomyelitis, and abscesses and sinuses peculiar to 
the perineal region. The use of antibiotics in treat- 
ment of these conditions is limited. Treatment usual- 
ly is surgical. 
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ACILLARY DYSENTERY (shigellosis) in epi- 
demic form is seldom encountered in the United 
States except in boarding schools, mental institutions, 
and military installations. The incidence of the spo- 
radic form of the disease, however, is sufficiently 
great to warrant the concern of the clinician and the 
public health services. Particularly is this true in 
Texas, which has the highest reported incidence in 
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A study of 68 children with the sporadic form 
of shigellosis treated at John Sealy Hospital in- 
dicated that, although diarrhea is the most con- 
stant symptom, only half the patients have blood 
in their stools. Many patients show evidence of 
central nervous system involvement, frequently 
with pleocytosis of the cerebrospinal fluid. Fluid 
and electrolyte therapy are of paramount impor- 
tance, and many cases respond well without addi- 
tion of antibiotics. 


the United States. The national morbidity rate has 
stayed relatively constant at 20,000 to 30,000 reported 
cases annually since 1941, the first year in which 
shigellosis was reported as a separate disease in all 
48 states.1* The morbidity in Texas is listed as fol- 
lows: in 1952—15,207 cases; in 1953—9,153; in 
1954—7,212; and in 1955—7,309.®° It is undoubted- 
ly true that these figures include many cases not 
bacteriologically proved, but this factor is probably 
more than counterbalanced by the large number of 
unrecognized or unreported cases. The mortality rate 
of dysentery due to all causes, including shigellosis, 
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has declined significantly and progressively since the 
turn of the century with the major portion of the 
change occurring before the antibiotic era.®* It thus 
would appear that improved patient care and devel- 
opment of practical fluid therapy have been responsi- 
ble for this fall in the death rate. 

Classical descriptions of the disease, derived from 
observations in adults, are not applicable to infants 
and children.1?: 15 The clinical picture is variable and 
often can be confused with other illnesses common 
to this age group. The purpose of this report is to 
review the symptoms, clinical findings, and labora- 
tory characteristics of 68 bacteriologically proven 
cases of shigellosis studied at the University of Texas 
Medical Branch Hospitals. Particular attention will 
be directed to signs and symptoms suggestive of in- 
volvement of the central nervous system. 





MATERIAL 


All 68 patients in this series resided in the im- 
mediate vicinity of Galveston, and most of them 
came from areas of poor sanitation and crowded liv- 
ing quarters. The age distribution was equally di- 
vided between infants, toddlers, and preschool groups 
with only 4 cases occurring in children more than 7 
years of age (table 1). No deaths resulted in the 
group of patients. Duration of hospitalization ranged 
from 5 to 10 days with an average of seven days. 


CLINICAL PICTURE 


Diarrhea was noted by the mother to be the in- 
itial manifestation of illness in 34 (50 per cent) of 
the cases (table 1). This was usually explosive in 
nature and often not accompanied with any other 
sign of illness. Loose stools usually persisted for two 
to three days before the child was brought to the 
hospital, and by the time of admission, diarrhea was 
present as the chief complaint in the majority of the 
patients. Only 2 of the children had no history of 
diarrhea during their period of observation. One was 
admitted because of severe anemia resulting from 
rectal bleeding, and the other was admitted for ob- 
servation following the emergency room death of a 
sibling who had severe diarrhea and dehydration. 
Half of the patients experienced bloody diarrhea 
sometime during the course of their illness; other- 
wise, the stools were usually greenish or yellow in 
color. Tenesmus was identified in only 11 of the 
patients. Fever was noted at the onset of the disease 
in 20 patients. This was usually followed shortly by 
diarrhea. Only 2 patients were admitted because of 
temperature elevations of obscure nature. In 11 in- 
stances there was a definite history of diarrhea in 
siblings. 
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SHIGELLOSIS— Thompson & Panos — continued 


The most striking findings were those referable 
to the central nervous system (table 1). Seven pa- 
tients were admitted primarily because of convul- 
sions, whereas a total of 15 experienced convulsions 


TABLE 1.—Summary of Findings in a Series of 
68 Patients with Shigellosis. 


AGE DISTRIBUTION ADMITTING TEMPERATURE 


Under 100 F 
TOM Bs 5 es. cis 5 en's 40 
Over 104 F 


ADMITTING SYMPTOM 
Diarrhea . . 
Abdominal cramps... . 
Vomiting 
Rectal bleeding 


CHARACTER OF STOOL 


Bloody diarrhea 
Nonbloody 
No diarrhea 


BACTERIOLOGY 


S. Flexner 
S. sonnei . 
S. type undetermined. . 


CENTRAL NERVOUS SYSTEM 


Convulsions 

Mental confusion . . 
Nuchal rigidity ... 
Severe headache . . 
Lumbar punctures .. 





sometime during their illness. This incidence of con- 
vulsive seizures would seem much higher than that 
expected from simple “febrile convulsions.” Lethar- 
gy was frequently noted and usually pronounced. 
Physical findings consisted primarily of fever, de- 
hydration, and lethargy. Several (14 patients) were 
in a state of shock when first seen. Conspicuously 
absent was evidence of other common causes of fever 
in children, such as otitis media, pharyngitis, tonsil- 
litis, and pneumonia. Only 4 of the 68 patients had 
such an associated infection. The admitting tempera- 
ture was between 100 F. and 104 F. rectally in most 
patients. Five children had nuchal rigidity, whereas 
7 showed definite signs of mental confusion. 


LABORATORY DATA 


All patients received the usual complete blood 
count, urinalysis, rectal culture, and chest roentgeno- 
gram. The film of the chest was normal in all cases. 
Anemia was a common finding and was severe 
enough to require blood transfusion in 14 patients. 
Leukocytosis was not striking. No positive blood cul- 
ture was obtained. Rectal cultures yielded Shigella 
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in all cases. Four of the cultures did not agglutinate 
either the sonnei or Flexner antiserums but did have 
all the cultural characteristics of Shigella (other se- 
rums were not available earlier in this series). 
Twenty-five patients had sufficient historical 
and/or physical findings to warrant one or more lum- 
bar punctures. Table 2 gives the results of the initial 
procedures. By using the rather conservative criterion 
of requiring more than 10 cells in the spinal fluid in 
order to establish the condition of pleocytosis, there 


TABLE 2.—Analysis of Initial Lumbar Punctures on 
25 Patients with Shigellosis.* 


0-10 11-20 Over 20 
17 4 4 
Under 20 20 — 40 Over 40 
13 9 3 
Under 40 40 —80 Over 80 
0 10 1l 


Cell count 
Protein 
Sugar 


*No correlation between cell count, protein, or sugar. 


was a total of 8 elevated cell counts. An additional 
5 spinal fluids contained between 5 and 10 cells per 
cubic millimeter. The protein level was elevated in 
3 cases, and the spinal fluid glucose was found to be 
above normal in 11 cases. No decreased sugar deter- 
minations were recorded. The chloride value was 
abnormally low in 2 instances. A total of 23 spinal 
fluids had some abnormality. There was no correla- 
tion between pleocytosis and increased protein. 


DISCUSSION 


Epidemiology.—The sporadic incidence which char- 
acterizes the series of cases herein described chal- 
lenges epidemiologic analysis in the absence of ex- 
tensive public health survey facilities. The classical 
“4 F's” of spread of enteric disease (flies, fingers, 
feces, and food), of course, are implicated alone or 
in combination. It has been noted that the majority 
of patients in this group originated from an environ- 
ment of poor sanitation facilities and practices and of 
crowded living quarters. Eleven of the patients cited 
had a definite history of exposure to other members 
of the family with concurrent diarrhea. The role of 
asymptomatic carriers is difficult to assess, although 
it is undoubtedly an important one, both in endemic 
and epidemic diarrhea.* The importance of control 
of flies as a preventive measure has been demon- 
strated recently in field studies conducted in Georgia 
and Texas.*! It is interesting to note that a case of 
shigellosis has been reported in a newborn infant, 
presumably through direct contact with contaminated 
feces from the mother at the time of delivery.” 
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SHIGELLOS1IS— Thompson & Panos — continued 


The infrequency of the epidemic form of shigel- 
losis has been mentioned. During 1954, there were 
only 19 epidemics reported in the United States.’ 
Food handlers in restaurants and cafeterias, infected 
milk, and sewage-contaminated water are mentioned 
as etiologic circumstances.*: * 1° 


Clinical Features—The symptomatology of shigel- 
losis in infants and children is variable. Fever oc- 
curred in the vast majority of the patients described 
but was not proportional to the severity of illness. 
It was the initial finding in only 20 of the 68 pa- 
tients. It should be noted that fever is much more 
common in shigellosis of children than of adults.’ 18 
Vomiting was the first indication of illness in 3 pa- 
tients in this series and was not otherwise conspicu- 
ous, although others have described frequent vomit- 
ing, especially among infants.'* The present report 
includes only 11 instances of colic, but this symptom 
is usually identified in approximately half of the 
patients in the pediatric age group; in general, its 
frequency increases with increasing age.!? Tenesmus 
is also more characteristic of patients in older age 
groups. Headache is seldom of importance in chil- 
dren, although often described in adults. 

Although all but 2 patients had diarrhea sometime 
during the course of their illness, only 34 patients ex- 
perienced diarrhea as the initial indication of illness. 
The frequency and character of the stools varied 
markedly. As was noted, blood was found in the 
stools in only 34 (50 per cent) of the patients and 
in small amounts for a brief period of time. This is 
in marked contrast to the consistent (90 per cent) 
striking bloody diarrhea found in adults.‘* 

Extreme lethargy, irritability, stupor, convulsions, 
and signs of meningeal irritation have been common- 
ly observed in shigellosis. Findings referable to the 
central nervous system were conspicuous in the cases 
previously presented. Such signs as nuchal rigidity, 
tripod sign, and tightness of hamstring muscles ne- 
cessitate differential diagnosis from poliomyelitis and 
meningitis. Analysis of cerebrospinal fluid in patients 
with shigellosis has been of particular interest and 
importance.® ® 27 There can be no doubt that altera- 
tions in the spinal fluid occur in this disease. This 
was first emphasized by Simon,?* who reported a 
child with shigellosis and spinal fluid pleocytosis. 
Hellman and Tahaka’® described pleocytosis of the 
cerebrospinal fluid greater than 10 leukocytes per 
cubic millimeter in 81 of 211 infants with acute gas- 
troenteritis; Shigella was recovered from 35 patients. 
Their studies revealed some correlation between se- 
verity of diarrhea and pleocytosis of the spinal fluid 
but no correlation between pleocytosis and clinical 
signs of meningeal irritation except in those with 
shigellosis. The central nervous system manifesta- 
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tions of the “hypernatremic syndrome” recently de- 
scribed in infantile diarrhea were not accompanied 
by cerebrospinal fluid findings other than increased 
protein.1® Choremis® has reported changes in the 
electrolytes, sugar, and protein which are directly 
related to the severity of the biochemical changes in 
the blood and to the dehydration resulting from the 
diarrhea; pleocytosis was not described. 

It appears that whereas pleocytosis of the cerebro- 
spinal fluid has been reported in other forms of diar- 
rhea, it is much more frequently and dramatically 
observed in shigellosis.. It is not correlated with 
severity of diarrhea or dehydration. Neither is it 
due to bacterial invasion of the central nervous sys- 
tem since the organism cannot be recovered from 
this system of the body. The presence of a “toxin” 
has not been demonstrated to occur in any of the 
Shigella group except the Shiga bacillus.‘! The mech- 
anism by which pleocytosis occurs is obscure, but, as 
table 2 clearly points out, it is present in a surpris- 
ingly high percentage of cases. 


Diagnostic Features——Clinical suspicion, of course, 
is the key to the early diagnosis of shigellosis, and 
the awareness of the variability of the clinical picture 
is of particular importance in this regard. It already 
has been emphasized that whereas diarrhea is present 
in nearly all patients at some time during their ill- 
ness, it is initially present in only 50 per cent of 
cases. Likewise, bloody diarrhea is an unusual early 
finding and occurs in no more than one-half of pa- 
tients at any time. Particular note also should be 
made of the fact that concurrent infections of other 
types are rare in shigellosis. Other circumstances 
which should arouse suspicion of the disease are (1) 
toxicity out of proportion to the severity of diarrhea 
or fever; (2) sudden sharp elevation of temperature 
in a well child followed by several loose bowel move- 
ments, bloody or not; (3) central nervous system 
signs and symptoms in a febrile child with or with- 
out diarrhea; and (4) persistent mild diarrhea in any 
infant in an area where shigellosis is prevalent or in 
households where siblings have similar symptoms. 

Isolation of the Shigella organisms provides the 
only conclusive confirmation of the disease. Other di- 
agnostic techniques such as skin testing with Shigella 
antigen, bacteriophage determination, and serologic 
agglutination tests are not reliable or practical.** *4 
Some emphasis should be placed on the bacteriologic 
techniques involved since the percentage of positive 
cultures is dependent entirely on types and number 
of media used. Edwards'® and cthers have empha- 
sized the importance of using a battery of plates. The 
following combination of standard culture media has 
been found to yield positive cultures in more than 95 
per cent of cases: 1 EMB agar, 1 SS agar, and 1 re- 
streaked SS plate from a culture in Selenite F fluid. 
The Pediatric Bacteriology Department at the Uni- 
versity of Texas Medical Branch uses a slightly dif- 
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SHIGELLOSIS— Thompson & Panos — continued 


ferent battery consisting of 1 MacConkey agar, 1 SS, 
and 1 restreaked SS plate from tetrathionate broth. 
The best and most practical method of obtaining a 
stool specimen is by the use of the rectal swab. 

Other body fluids have been cultured but are sel- 
dom productive. Urine occasionally will yield Shi- 
gella, especially Shigella alkalescens. Blood cultures 
rarely will grow out the organism.”*:7® No report 
of isolation of Shigella from the cerebrospinal fluid 
could be found in the literature. 

The Flexner and the sonnei organisms are the only 
ones of major importance in the United States. For- 
tunately, the dread Shiga bacillus is rarely seen in 
this country. There are scattered reports in the litera- 
ture of other types of Shigella which have been en- 
countered on this continent.”* 


TREATMENT 


There can be no doubt about the order of thera- 
peutic measures in the moderate and severe cases of 
shigellosis. Replacement of the fluid and electrolyte 
deficit should begin at the earliest possible time ac- 
cording to the usual principles governing the man- 
agement of diarrhea. The administration of intra- 
venous fluids is recommended when clinical dehy- 
dration is apparent. Whole blood may be indicated 
during this stage of therapy to counteract shock and 
to correct severe anemias if these conditions are 
present. It has been shown conclusively that many 
cases of shigellosis respond clinically and bacterio- 
logically to this regimen alone.’*: 16 

The use of antimicrobial agents (sulfonamides, 
streptomycin, and broad spectrum antibiotics) has 
become established in the management of this dis- 
ease. Sulfonamides have long been considered the 
drug of choice.1* 7° There is mounting evidence that 
sulfa-resistant strains of Shigella are becoming more 
prevalent, especially in the Far East where these drugs 
have been used extensively.17 This problem is of lit- 
tle consequence in the United States at the present 
time. It is reassuring to know that several of the 
broad spectrum antibiotics are equal, and probably 
superior, to sulfonamides in effectiveness. Oxytetra- 
cycline, chlortetracycline, tetracycline, and chloram- 
phenicol are considered to be equally effective in 
their ability to eradicate the Shigella organism from 
the human gastrointestinal tract.1: 17 2°26 The rou- 
tine use of chloramphenicol is not indicated when so 
many other drugs serve the same purpose so well. 
Intramuscular streptomycin is highly effective against 
Shigella also, but the potential toxicity and the meth- 
od of administration make it undesirable as a routine 
treatment in the pediatric age group.®: °° *1 The ef- 
fectiveness of insoluble sulfonamide preparations, 
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neomycin, and oral streptomycin is controversial. 
Aerosporin (polymyxin B) while moderately effec- 
tive, initiates such toxic symptoms that the use of the 
drug should be avoided completely, both orally and 
parenterally.2°> Attempt at prevention with the use 
of vaccines has not yielded encouraging results.”: *: ** 


CONCLUSIONS 


Although the epidemic form of shigellosis is sel- 
dom seen in the United States, the disease appears in 
sporadic form with sufficient frequency to warrant 
the continued concern of the practitioner. This is 
especially true in Texas where shigellosis constitutes 
an important public health problem. 

The symptomatology of shigellosis in children is 
variable and differs from that seen in adults. Fever, 
dehydration, and shock are more common whereas 
bloody diarrhea, tenesmus, and colic are less frequent- 
ly noted. 


Findings referable to the central nervous system 
were conspicuous. Convulsions were present in 15 
of 68 patients described. Signs of meningeal irrita- 
tion were often seen. Examination of the cerebro- 
spinal fluid revealed pleocytosis in 8 patients and 
increased protein in 3 additional patients. Such find- 
ings necessitate the inclusion of shigellosis in the dif- 
ferential diagnosis of poliomyelitis and meningitis. 

Aside from demonstration of the Shigella organism 
in rectal cultures, laboratory data in this disease do 
not aid in the diagnosis. The use of a battery of 
media and special bacteriologic techniques should be 
adhered to. 

A significant number of cases respond satisfac- 
torily to the usual symptomatic measures. The broad 
spectrum antibiotics are at least as effective as sul- 
fadiazine. Combination drug therapy is recommended 
in chronic or resistant cases. 


SUMMARY 


The vital statistics, symptomatology, and clinical 
and laboratory findings in 68 bacteriologically proven 
cases of shigellosis studied at the University of Texas 
Medical Branch have been summarized. A review of 
the literature has been made which emphasizes and 
further illustrates certain features noted in the cases 
presented. Special attention has been given to the 
central nervous system manifestations of shigellosis. 
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ACHITIC bone disease refractory to the usual 
prophylactic and therapeutic doses of vitamin 

D was described by Albright, Butler, and Bloomberg 
in 1937.1 They mentioned 6 cases and gave extensive 
metabolic studies in one 16 year old white boy who 
required 450,000 units of vitamin D daily. The dis- 
ease present in these patients differed from typical 
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In spite of the fact that this entity was recog- 
nized more than 19 years ago, reports continue 
to appear of patients who have been subjected 
to multiple orthopedic procedures prior to the 
time that their vitamin D resistant rickets was 
recognized. In most instances these patients are 
operated upon for chondrodysplastic bone dis- 
ease. This report describes experiences with 8 
patients with clinical and laboratory evidence of 
florid rickets refractory to the usual dose of 
vitamin D. 


infantile rickets in that it did not respond to usual 
doses of vitamin D and the deformities appeared to 
be more severe. Subsequent authors reported similar 
cases from their experience and several mentioned a 
familial tendency. However, it was not until the re- 
port of Pedersen and McCarroll’ in 1951 that the 
frequent occurrence and marked familial incidence 
of this disease was emphasized. 

Vitamin D resistant rickets is characterized clin- 
ically by florid rachitic deformities of the extremities, 
vertebrae, skull, and costochondral junctions. De- 
layed growth, muscle weakness, and ease of fatigue 
are usually noted by the second year of life. Less 
commonly the patient may experience hypocalcemic 
tetany as his first evidence of disturbed calcium me- 
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tabolism. Roentgenographic examination of the skele- 
ton reveals a coarse trabecular pattern with general- 
ized demineralization. The epiphyseal cartilage is 
poorly calcified with characteristic fraying and cup- 
ping deformities. Blood studies reveal a normal or 
low value for serum calcium, a marked lowering of 
the serum inorganic phosphorus value, and a definite 
elevation of the serum alkaline phosphatase (table 1). 


TABLE 1.—Typical Blood Chemical Changes in 
Vitamin D Resistant Rickets. 


IR 8s ek gis a feeb ea es aver aha okt wees Normal to low 


TRREOES SONNE. a Re i ba Very low 
Alkaline phosphatase................. Marked elevation 
ee REAL Sere er oere trie terre Normal 
Hydrogen ion concentration and 

PICAIORRIE COMBE 5s koe eh ew dies Normal 
Bilirubin and cephalin-cholesterol flocculation... . . Normal 


These patients exhibit no evidence of gastrointestinal, 
renal, hepatic, or other metabolic disease. Although 
excessive excretion of amino acids in the urine is 
characteristic, the significance of this finding has not 
been established. 

In spite of the fact that Albright and others called 
attention to this disease entity more than 19 years 
ago, reports continue to appear of patients who had 
been subjected to multiple orthopedic procedures 
prior to the time that their vitamin D resistant rickets 
was recognized. In Pedersen and McCarroll’s series 
alone, 25 patients had undergone 122 osteotomies 
prior to adequate vitamin D therapy. In most in- 
stances these patients are operated upon for chondro- 
dysplastic bone disease rather than rickets resistant 
to vitamin D. 

The present report concerns experience with 8 
patients from four families who have demonstrated 
clinical and laboratory evidence of florid rickets re- 
fractory to the usual doses of vitamin D. 


CLINICAL FINDINGS 


The symptoms or signs that first led these patients 
to seek medical care are listed in table 2. Four were 
referred by alert dental surgeons who were concerned 


TABLE 2.—Summary of the First Medical Diagnosis in 8 
Patients with Resistant Rickets. 


Initial Diagnosis No. Patients 
Se ENN nF tees Coots -tdcoalcreo ts 8 loess 4 
een IIS ce thee eek al edad 2 
IMMIRRONEMED. «i niD satin See Lies 1 
MMIC UMMIIN cos a c's SEAN es ee Siteasidee Sus i 


over the combination of dental abscesses with dwarf- 
ism and skeletal deformity in these patients. All had 
been previously thought to be achondroplastic. Four 
others had extensive dental disease at the time of 
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RICKETS —Daeschner—continued 


first examination. Two patients developed a convul- 
sive disorder in the latter part of the first year of life 
which led to the diagnosis of hypocalcemic tetany 
and rickets in one and hypoparathyroidism in the 
second. Rickets of the vitamin D resistant type was 
the initial diagnosis in only 2 patients in this series. 

Initial history and physical findings in these pa- 
tients are summarized in table 3. Skeletal deformities 


TABLE 3.—Initial Clinical Findings in 8 Patients 
with Resistant Rickets. 


Clinical Signs or Symptoms 


Dwarfism 

Deformities of extremities. . 
Dental abscesses with tooth loss 
Positive family history . . 
RNR eee iS om 
Weakness and failure to grow 


No. Patients 





characteristic of rickets were present in all 8 patients. 
These included bow legs, knock knees, palpable en- 
largement of the epiphyses, Harrison’s groove, frontal 
bossing, and a rachitic rosary. Dwarfism of marked 
degree was present in 4 patients, while the remaining 
4 patients showed early but definite evidence of re- 
tarded statural growth. Weakness was a prominent 
feature in 2 children, in one being so severe he could 
not sit or walk at the age of 7 years. In 4 others 
there was a marked delay in walking, their gait was 
described as slow and clumsy, and they were com- 
pletely unable to run. Dental disease was characterized 
by root abscesses, early loss of deciduous dentition 
without tooth decay and for no apparent reason, de- 
fective dentine formation in both deciduous and per- 
manent teeth, and defective enamel formation. All 8 
patients exhibited an enlarged pulp chamber due to 
lack of dentine formation.* 


Vitamin D intake was excellent by the usually ac- 
cepted standards for normal subjects, in all patients, 


*These changes are described in greater detail in an arti- 
cle to be published? 


several receiving as much as 10,000 units daily. The 
general nutritional status was good in all but 3 pa- 
tients. These children were weak, anorexic, and un- 


derweight prior to adequate vitamin D therapy. A 


family history of resistant rickets was present in 6 
of the 8 patients studied. There were 3 involved 
members in one family (mother and 2 children) and 
3 in another family (patient and his 2 paternal cous- 
ins). Although chemical evidence of rickets was 
probably present from shortly after birth, clinical 
changes suggestive of rickets did not appear in these 
patients until an average age of 17 months (range 
8 to 36 months). The diagnosis of resistant rickets 
was established at an average age of 314 years (range 
1 to 7 years) in the 6 children studied. The 2 adult 
patients were diagnosed only in adult life at the re- 
spective ages of 22 and 38 years. 


LABORATORY FINDINGS 


Blood chemical studies in the 3 children who had 
received no prior therapy revealed a mean serum cal- 
cium value of 9.1 mg. per 100 cc. (range 8.2 to 9.8 
mg. per 100 cc.), a mean serum inorganic phosphate 
value of 2.3 mg. per 100 cc. (range 2.1 to 2.7 mg. 
per 100 cc.), and a mean serum alkaline phosphatase 
value of 30 Bodansky units (range 29 to 32 Bodansky 
units). The 2 untreated adults had relatively normal 
chemical values as might be anticipated since their 
epiphyseal growth was complete. The remaining 3 
children had received irregular or short term therapy 
prior to their first visit to the clinic (table 4). Blood 
urea nitrogen and serum bicarbonate values were 
within normal limits as were routine urinalysis and 


blood counts. 

Roentgenographic examinations (fig. la and b) 
revealed extensive demineralization of all skeletal 
structures with a coarse trabecular pattern, widening 
and cupping of the epiphyses, diminished to absent 
calcification in the zone of provisional calcification, 
and deformities of the shaft of the long bones. 


TABLE 4.—Laboratory Findings Before and After Therapy with Massive Doses of Vitamin D in Patients with Resistant Rickets. 


Inorganic 

Vit. D Calcium Phosphate Phosphatase BUN 
USP mg./100 cc. mg./100 cc. Bod. U. mg./100 cc. 
Units Pre Post Pre Post Pre’ Post Pre Post 
x 1,000 Treatment Treatment Treatment Treatment 


8.6 9.6 : 5.8 25 3.2 8.4 14.3 7 yr. (irreg.) 

9.8 10.3 f 4.5 $.2 9 10.0 None 

9.4 i 3.2 6.8 11 15.0 None 

7.8 ; i r 2:5 14 13.5 6 mo. 

8.2 ¥ ; : 7.1 6.1 15.0 None 

8.8 j . ; 12 9.5 2 yr. (irreg.) 
16 a None 
10 ‘ None 


Inorganic 


Prior 
Therapy 


Patient 


*Patients who had received prior vitamin D therapy. 
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MANAGEMENT 











As soon as the diagnosis of rickets of the vitamin 
D resistant type is established, therapy with concen- 
trated vitamin D should be instituted (table 5). We 
have used either 50,000 USP unit capsules (calciferol, 






































































































Fig. 1. a. The typical radiographic findings charac- 
teristic of vitamin D resistant rickets are illustrated. 
Note the absence of the normal zone of preparatory 
calcification of the epiphysis. 

b. Roentgenographic examination of the hands of a 
patient with resistant rickets shows characteristic epi- 
physeal changes and the course trabecular pattern. 


















































vitamin Dz.) or a water miscible liquid concentrate* 
containing 50,000 USP units per cubic centimeter 
(vitamin Ds, irradiated 7-dehydrocholesterol ). A con- 
venient initial therapeutic dose is 200,000 units daily. 
The patient is observed at monthly intervals for evi- 
dence of toxicity or hypercalcemia. If after for to 
six weeks on this dose the serum calcium aud inor- 
ganic phosphate values do not improve, the daily dose 
is increased by 50,000 unit increments every three 
to four weeks until chemistries. improve or toxic 
symptoms appear. In this manner dose titration is 
carried out in the individual patient to select an op- 
timal therapeutic dose. Roentgenographic status is 




































































*Supplied by E. R. Squibb & Sons. 
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evaluated intermittently, but because of the lag in 
demonstrable change by this method of examination, 
it cannot be used as a criterion for dose regulation. 

After the patient has received an adequate thera- 
peutic dose for a variable period (usually three to 
nine months), some evidence of either hypercalcemia 
or mild toxicity will appear. This suggests that heal- 


TABLE 5.—A Schedule of Treatment for Children with 
Vitamin D Resistant Rickets. 


THERAPEUTIC 
Initial dose 200,000 U daily. 
Increase or decrease by 50,000 at 6 wk. intervals if neces- 
sary, that is, titrate dose. 
Check Ca, P, BUN every 2 wk. for first 6 mo. 
MAINTENANCE 
Begin when hypercalcemia or early toxicity appears. 
Gradually reduce dose by 50,000 U increment. 
Usually 4-14 therapeutic dose. 
Check Ca, P, BUN, and alkaline phosphatase monthly 
until stable. 
Continue treatment throughout period of epiphyseal 
growth. 





ing is nearing completion and that a maintenance 
dose will be adequate; usually one-third to one-fourth 
the therapeutic dose. This dose then can be continued 
throughout the remainder of the patient's period of 
epiphyseal growth, and blood chemistries need to be 
checked only every three to four months. 

Toxicity to vitamin D occurs in normal infants and 
children within three to six weeks following the in- 


TABLE 6.—Signs and Symptoms of Toxicity of Vitamin D. 
CLINICAL 
Early: May appear in 3-6 wk. 
Nocturia—polyuria—polydipsia 
Headache—irritable—inactive 
Anorexia—nausea—vomiting 
Late: Hematuria—albuminuria 
Arterial hypertension 
Renal calcinosis 
Tissue calcinosis 
LABORATORY ; 
Early: Serum Ca above 11.5 mg. per 100 cc. 
Late: Elevated BUN 
Low urine specific gravity 


troduction of massive doses of vitamin D (table 6). 
Toxicity from the administration of excessive amounts 
of vitamin D also may occur in patients with resistant 
rickets. These signs include polyuria, polydipsia, head- 
ache, irritability, inactivity, anorexia, nausea, and vom- 
iting. At one time it was thought that vitamin D was 
toxic per se; however, greater experience now sug- 
gests that the signs and symptoms of toxicity are 
those of hypercalcemia due to any cause. They are 
in effect an extension of its therapeutic action. In 
our experience an early sign is nocturia followed 
closely by diurnal polyuria, polydipsia, and headache. 
Less commonly the patient may go on to albuminuria, 
hematuria, and arterial hypertension. When any of 
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RICKETS — Daeschner—continued 


these signs or symptoms appear, a check of the serum 


calcium is indicated. If the level is above 11.5 mg.~ 


per 100 cc., vitamin D therapy should be omitted for 
7 to 10 days and then restarted at a reduced dose. The 
evidence of toxicity disappears rapidly when therapy 
is discontinued, but if the warning signs remain un- 
heeded, renal damage, tissue calcification, and per- 
sistent arterial hypertension may be anticipated. 


Some writers have suggested the use of the urine 
Sulkowitch test for calcium (by the mother at home) 
as a method of vitamin D dose titration, a negative 
test indicating too little vitamin D, a moderate cloud 
being considered ideal, and a heavy cloud indicating 
an excessive dose of vitamin D. In our experience 
children on a high milk diet show wide variations 
in urinary calcium excretion even when the vitamin 
D dose is constant. Therefore, we have given up the 
urine test with Sulkowitch reagent in favor of care- 
ful observation of clinical symptoms and signs and 
bimonthly blood chemistry studies as indicated pre- 
viously. 


Surgical correction of residual skeletal deformities 
in patients with vitamin D resistant rickets who are 
receiving adequate vitamin D therapy presents a spe- 
cial problem. The acute immobilization following 
operation and the application of casts results in a 
negative nitrogen balance and leads to hypercalcemia 
with marked anorexia, nausea, vomiting, headache, 
hypertension, and the like, just as is seen with vita- 
min D overdosage. It is therefore desirable to dis- 
continue vitamin D therapy prior to surgery and for 
the first 7 to 14 days of postsurgical convalescence. 
As soon as ambulation returns, however, full thera- 
peutic doses of vitamin D will be necessary to pre- 
vent the recurrence of rachitic deformities. 


CASE REPORT 


CASE 1.—D. S. (fig. 2) is a 914 year old white girl 
who presented the complaints of small stature, skeletal de- 
formities, and ease of fatigue. History revealed that she was 
born following a normal gestation and delivery. She did 
well until the age of 8 months when she experienced a 
generalized seizure characterized by grimacing, stiffening 
of the extremities, stridor, and staring. She was not incon- 
tinent and did not lose consciousness. Seven more of these 
episodes occurred in the next 16 months, and in addition 
her growth was slow, she seemed weak, and she was quite 
irritable and failed to walk. When she was 2 years of age, an 
unknown amount of vitamin D was administered, following 
which motor abilities improved and she ceased having seiz- 
ures, but weakness and ease of fatigue continued. 

Family history revealed that a younger sibling, age 5 
years, and a maternal cousin, age 8 years, both had vitamin 
D resistant rickets. Physical examination revealed a blood 
pressure of 100/70, pulse 84, respiration 22, and tempera- 
ture 99 F. The patient had a height age of 4 years and 
a weight age of 314 years at a chronological age of 914 
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years. She was irritable and asthenic; appeared to be chron- 
ically ill; and had obvious deformities of the skull, extremi- 
ties, and chest. Dental examination revealed several missing 


deciduous teeth, no erupted permanent teeth, several areas 


of dental caries, and generalized enamel hypoplasia. Skeletal 
deformities included prominence of the forehead, marked 


Fig. 2. Case 1. A 9% year old child with a history of 
hypocalcemic tetany and severe rickets since infancy. 


Her disease improved rapidly on massive doses of vita- 
min D. 


rachitic rosary, and palpable enlargement of the epiphyseal 
portion of the long bones of the upper and lower extremities. 

Roentgenographic examinations demonstrated marked en- 
largement of the pulp cavities of all teeth with hypoplasia 
of both dentine and enamel. The long bones revealed gen- 
eralized demineralization and coarse trabecular pattern of 
all skeletal structures with broadening, fraying, and cupping 
of the epiphyseal areas and absence of the epiphyseal zone 
of preparatory calcification. 

Laboratory studies revealed a normal blood count and 
urinalysis, with a blood urea nitrogen of 8.4 mg. per 100 
cc., a serum inorganic phosphorus of 3.2 mg. per 100 cc., 
a serum calcium of 8.6 mg. per 100 cc., a serum alkaline 
phosphatase of 25 Bodansky units, and a total serum pro- 
tein of 7.5 Gm. per 100 cc. 

The patient was started on 400,000 units of vitamin Ds. 
daily. In the next six months she grew 3 inches in height 
and gained 10 pounds of body weight. Her muscle strength 
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RICKETS — Daeschner—continued 


and coordination improved, she learned to run, and she 
could walk to school without fatigue. 


DISCUSSION 


The characteristic chemical findings of normal or 
low serum calcium and low serum inorganic phos- 
phate levels of infantile rickets due to hypovitamino- 
sis D lead to parathyroid hyperplasia in a compensa- 
tory effort to maintain serum calcium levels.” In 
most instances this is a relatively effective mechan- 
ism, for serum calcium values in rickets are usually 
normal or only slightly low. However, this state of 
secondary hyperparathyroidism causes marked inhibi- 
tion of renal tubular inorganic phosphate reabsorp- 
tion from the glomerular filtrate. Hyperphosphaturia 
and hypophosphatemia are therefore consistently 
present in untreated rachitic children. 

The clinical picture and chemical findings are 
similar in vitamin D resistant rickets, but the etiology 
of these changes in the presence of what is usually 
considered adequate vitamin D intake remains ob- 
scure. No evidence of a defect in the absorption of 
vitamin D has been demonstrated in these patients. 
However, a defect in the absorption of calcium can 
be shown, and this defect is reversed with an ade- 
quate dose of vitamin D. These findings suggest 
that the fundamental defect lies at the site of action 
of vitamin D where a state of relative insensitivity 
to its normal action may exist. Further support of 
this theory is found in the response of the patient to 
adequate vitamin D therapy. A rise in serum inor- 
ganic phosphorus is an early sign of improvement in 
spite of the fact that massive doses of vitamin D are 
known to inhibit tubular inorganic phosphorus re- 
absorption in normal subjects, in a manner analagous 
to parathyroid hormone. This apparent paradox is 
probably explained by the difference in sites of prin- 
cipal action of vitamin D and parathyroid hormone. 
Vitamin D has its principal action on calcium ab- 
sorption and relatively less influence on renal tubular 
phosphate excretion. Conversely parathyroid hormone 
exerts its greatest action on inhibition of phosphate 
reabsorption by the renal tubule and to a lesser extent 
facilitates calcium absorption from the gastrointesti- 
nal tract and bone. 


A defect in phosphatase activity can cause a rickets- 
like state as described by Rathbun,® however, no qual- 
itative or quantitative defect in alkaline phosphatase 
has been demonstrated in patients with vitamin D 
resistant rickets. 

Fanconi‘ proposed that patients with vitamin D 
resistant rickets have renal phosphate diabetes. He 
suggested that these patients experience an idiopathic 
and continuous, maximum tubular inhibition of in- 
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organic phosphate reabsorption as evidence by ex- 
treme phosphaturia and failure significantly to in- 
crease phosphate excretion following parathyroid hor- 
mone administration. However, it would seem that 
the defect proposed by Fanconi would be made worse 
by the known actions of massive vitamin D therapy 
in normal children. Furthermore, since parathyroid 
hyperplasia with near maximum tubular inhibition of 
inorganic phosphate reabsorption is already known to 
exist in these patients, I am more inclined to accept 
the classical explanation as mentioned earlier. 

Differential diagnosis ‘in patients suspected of hav- 
ing vitamin D resistant rickets should include a con- 
sideration of several of the rickets-like metabolic bone 
diseases. Hypophosphatasia is characterized principal- 
ly by extremely low levels of serum alkaline phos- 
phatase activity. Patients with cystine storage disease 
(Lignac’ disease or Debré-de Toni-Fanconi syndrome) 
show crystals of cystine in the cornea by slit lamp 
examination, or in the bone marrow. In addition, 
these patients have both glycosuria and proteinuria 
in minimal quantities. Renal rickets is a secondary 
osteomalacia due to marked renal insufficiency and 
accompanied by a compensatory parathyroid hyper- 
plasia. The presence of elevated serum inorganic 
phosphate and urea nitrogen values easily distinguish 
these patients. 

Hepatic rickets and rickets with steatorrhea both 
have in common poor absorption of administered 
vitamin D. The clinical picture in the former, how- 
ever, is dominated by severe liver disease and in the 
latter by such characteristics as foul, malodorous, bulky 
stools at frequent intervals. Chondrodysplasia (for 
example, achondroplasia, chondrodysplasia, and so 
forth) should not be confused with resistant rickets 
if careful attention is given to the evaluation of the 
serum chemistries, all of which are normal in the 
chondrodysplastic group of bone diseases. Osteogene- 
sis imperfecta shows a thin cortex, usually multiple 
fractures, and normal epiphyseal bone in contrast to 
rickets in which a marked disturbance of epiphyseal 
bone is characteristic. Blood chemistries in osteo- 
genesis imperfecta are also normal. Primary hyper- 
parathyroidism is exceedingly rare in children. The 
clinical signs of hypercalcemia plus the presence of 
a marked elevation of both plasma and urinary cal- 
cium values enable the physician to distinguish these 
patients. Hypoparathyroidism is also rare in child- 
hood and usually not associated with bone disease. 
The chemical findings in these patients are character- 
ized by low calcium values and unusually high serum 
inorganic phosphate values. 


SUMMARY 
Rachitic bone disease refractory to the usual pro- 
phylactic doses of vitamin D sometimes may be 


thought to be achondroplastic bone disease and there- 
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RICKETS — Daeschner —continued 


fore not properly treated. Laboratory examination of 
the serum inorganic phosphorus, alkaline phosphatase, 
and calcium levels will serve to differentiate these 
conditions. The inevitable sequelae of untreated vita- 
min D resistant rickets are skeletal deformity, dwarf- 
ism, and poor dentition. Vitamin D in doses of 
300,000 to 1,000,000 units daily may be necessary 
to promote healing initially, whereas one-third to 
one-fourth of this amount is usually sufficient for 
maintenance therapy. Toxicity to vitamin D may de- 
velop in these patients and is characterized by poly- 
uria, thirst, headache, and anorexia. The onset of any 
of these symptoms is indication for immediate cessa- 
tion of vitamin D administration for 7 to 10 days 
then reinstitution of treatment at a lowered dose level. 
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Lupus Erythematosus Treated with Plaquenil 


Seven patients with chronic discoid lupus erythematosus 
responded well to treatment with Plaquenil for two to four 
months’ duration. The drug seems to be equal in effective- 
ness to quinacrine or chloroquine. It is also less toxic and 
does not stain—Cornbleet, T., A.M.A. Arch. Dermat. & 
Syph. 73:572-575 (June) 1956. 


No nation can merely reap the benefits of freedom; it 
also must sow seeds of freedom. In medicine the situation 
is the same. If an apathetic medical profession takes its 
freedom for granted, it will be the beginning of the end. 
A strong, free profession must work for freedom so that 
it may live in freedom. And history tells us that once 
medicine loses its freedom, other fields of private endeavor 
are immediately in danger—Dr. Dwight H. Murray, Presi- 
dential Address before American Medical Association House 
of Delegates, Seattle, Nov. 27, 1956. 
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Albers- 
Schonberg, Disease 


J. B. McGOLRICK, M. D.; 
J. S. LOWRY, M. D.; and 
E. J. LEFEBER, M. D. 


Galveston, Texas 


LBERS-SCHONBERG disease, or osteopetrosis, is 

a rare congenital condition characterized by in- 
creased density of the skeleton. Clinically, the cases 
may be divided into two groups, the childhood or 
malignant form and the adult or benign form. About 
two-thirds of the cases fall into the first group, which 
has been discussed extensively in the pediatric and 
roentgenologic literature. This form begins in utero 
or shortly after birth. The course is severe and rapid- 


Dr. J. B. McGolrick and his 
co-authors presented this paper 
before the Section on Internal 
Medicine at the annual session 
of the Texas Medical Associa- 
tion in Galveston, April 23, 
1956. 


Osteopetrosis, or marble bones, is rare in 
adults, but its form is benign and prognosis is 
good as compared with the severe and rapidly 
progressive form which occurs in children. ACTH 
and prednisone were used to treat the hemato- 
logic disturbances associated with the disease 
in a 45 year old adult, and a complete case his- 
tory is presented. 


ly progressive, with marked anemia, hydrocephalus, 
blindness, cranial nerve involvement, diminished re- 
sistance to infection, and early death. The benign or 
adult form is less well known. The object of this 
paper is to report the case history of an adult with 
Albers-Schénberg disease and to present a concise re- 
view of the manifestations of the adult form of the 
disease. 

CASE 1.—A 45 year old Negro woman was admitted to 
the John Sealy Hospital April 19, 1955, with a three year 
history of increasing weakness and a progressively enlarging 
mass in the left upper quadrant of the abdomen which was 
associated with dull aching pain radiating to the chest, back, 
and left thigh. For the preceding six months she had noted 
frequent episodes of numbness and tingling in the arms and 
legs and the daily occurrence of cramping pains in the feet, 
ankles, thighs, and sacral area. She had been treated by her 
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local physician for anemia with equivocal results. Her past 
medical history was irrelevant. At least 2 of her 14 siblings 
are known to have “marble bones disease.” Another sister 
died at the age of 36 years with anemia and a mass in the left 
upper abdominal quadrant. Two of the patient’s six children 
died in infancy, one from causes unknown, the other from 
pneumonia. The remaining four are living and well. 

On physical examination the vital signs were within nor- 
mal limits. The head and neck were not remarkable except 
for pale mucosae and some carious teeth. The heart and 
lungs were within normal limits except for a grade 2 blow- 
ing systolic murmur heard at all valve areas. The liver edge 
was palpable 3 cm. below the right costal margin and was 
firm, smooth, and nontender. The spleen was firm, was non- 
tender, and extended to the midline medially and below the 
iliac crest inferiorly. The remainder of the physical exami- 
nation was within normal limits. 

On admission, blood studies showed hemoglobin, 7.6 Gm. 
per 100 cc.; erythrocyte count, 3,410,000 per cubic milli- 
meter with reticulocytes, 7 per cent; normoblasts, 1 per 100 
white blood cells; erythroblasts, 1 per 100 white blood cells; 
platelets 81,840 per cubic millimeter; hematocrit level, 28 
volumes per cent; mean corpuscular volume, 82 cubic mi- 
crons; mean corpuscular hemoglobin, 22 micromicrograms; 
mean corpuscular hemoglobin concentration, 27 per cent; 
white blood count, 6,900 per cubic millimeter. The dif- 
ferential count demonstrated a marked left shift in the 
myeloid series. Other laboratory determinations included 
total serum protein, 7.8 Gm. per 100 cc.; serum albumin, 
3.8 Gm. per 100 cc.; serum globulin, 4.0 Gm. per 100 cc. 
Serum electrophoresis showed a decrease in albumin and a 
slight increase in gamma globulin. Serum calcium was 4.1, 
4.5, and 4.4 milliequivalents per liter, and inorganic serum 
phosphorus was 2.5 and 2.9 milliequivalents per liter. Al- 
kaline phosphatase measured 1 Bodansky unit; total serum 
bilirubin, 0.9 mg. per 100 cc. with 0.2 mg. per 100 cc. 
direct; and thymol turbidity, 7.3 units. A bromsulfalein 
liver function test was normal, and cholesterol was 119 mg. 
per 100 cc. of blood. Urinary calcium excretion on a low 
calcium diet was 37 mg. per 24 hours and in another deter- 
mination 59 mg. per 24 hours, and urinary phosphorus 
excretion was 91 mg. per 24 hours and 171 mg. per 24 
hours, respectively. The VDRL test for syphilis was negative. 

A sternal bone marrow aspiration attempt was unsuccess- 
ful because of increased density of the bone; therefore, sur- 
gical biopsy of the right iliac crest was done. The bone was 
found to be extremely hard. No marrow cavity was located. 
The pathologists reported the biopsy specimen to have the 
histologic features of osteopetrosis. Needle biopsy of the 
liver showed normal hepatic tissue with no evidence of ex- 
tramedullary hematopoiesis. Roentgenograms demonstrated 
the characteristic bony changes of osteopetrosis. 

The patient was given ACTH and prednisone in the hope 
of favorably influencing her hematologic picture. It did 
improve, though not remarkably. The liver and spleen re- 
gressed somewhat in size. Symptomatic improvement, how- 
ever, was marked. She has been followed for a period of 
10 months, during which time she has continued to feel 
good and has been able to do her housework and other chores. 
She was readmitted to the hospital June 29, 1955, because 
her platelet count fell to 29,000 per cubic millimeter. This 
improved when the dosage of ACTH and prednisone was in- 
creased. She is still asymptomatic. Her most recent blood 
study showed hemoglobin, 8.2 Gm. per 100 cc.; red blood 
count, 2,740,000 per cubic millimeter; reticulocytes, 7.6 per 
cent; platelets, 115,520 per cubic millimeter; and white blood 
count, 9,400 with a persisting left shift of the myeloid series. 
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DISCUSSION 


The first clinical case of osteopetrosis was de- 
scribed by Albers-Schénberg in 1904.' Subsequently 
the condition has been called marble bone disease, 
osteitis fragilis generalisata, osteosclerotic anemia, and 
“chalky bones.” Thirty years later, a total of 66 cases 
had been reported in the literature.? Of this group, 
only 20 were in persons 20 years of age or older, and 
at least 50 per cent were in patients less than 12 years 
of age. By July, 1952, a total of 202 cases was to be 
found in the literature. The increasing use of diag- 
nostic roentgenology is said to have accelerated the 
case finding rate* The disease is most commonly 
found in infancy and childhood. It manifests no 
predilection for either sex. It has been found in many 
races. Five reports,” *: 5: * ® including 8 cases, of os- 
teopetrosis in the Negro race were found in the 
literature. 

The cause of Albers-Schénberg disease is unknown, 
and it has been said to be the result of an unknown 
factor or factors which apparently affect the mesen- 
chymal anlagen of the osteogenic tissues.*: "1" Infec- 
tion, disturbance of calcium and phosphorus metabo- 
lism, dietary deficiency, environmental factors, chem- 
ical poisons, and endocrine imbalances have been 
suggested but have been discounted as etiologic fac- 
tors. The evidence is much stronger for the factors 
of heredity and consanguinity. Hinkel and Beiler* 
stated that nearly half the adult cases and two-fifths 
of all cases reported are familial. They indicated that 
analysis shows a 1:1 ratio for involved to uninvolved 
siblings. Consanguineous marriage has been reported 
in association with approximately 20 per cent of the 
patients with osteopetrosis. Genetically, the trait for 
the disease is probably recessive.” 

Descriptive pathology of osteopetrosis has come in 
the main from study of those dying from the rapidly 
progressing form of this disease. Since this occurs 
during infancy and childhood, the pathologic picture 
of osteopetrosis as it occurs in adults is sketchy due 
to the paucity of cases. Most of the knowledge about 
the latter has been obtained by study of biopsy mate- 
rial. Since this paper will outline essential features 
only, reference is made to comprehensive review arti- 
cles for detailed descriptive pathology.* 1” 

An increase in the density of the cortex and spon- 
giosa of the bones is a characteristic pathologic fea- 
ture (fig. 1). The bones are generally found to be 
hard, heavy, dense, thick, and brittle. The marrow 
cavity is reduced in size and may even be absent. 
Membranous as well as endochondral bones are in- 
volved. Histopathologically, the diagnostic features 
are “dense cement lines, faulty cartilage and bone 
resorption, scanty marrow elements, excess osteoid 
tissue, excess calcified matrix, and abnormal persist- 
ing chondroid tissue. . . .”* Zawisch’? pointed out that 
whereas the histopathologic picture of the disease in 
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the adult may progress toward a normal bone his- 
tology, there is always evidence of lagging resorption 
which accounts for the thickened cortex. A scarcity 
of fibrils has been reported.*:1* Osteoclasts and osteo- 
blasts are said by some to be present in normal num- 


A 
} 
‘ 
‘ 
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Fig. 1. Photomicrograph showing dense cement lines, 
thickened trabeculae, and crowding of the marrow spaces 
with an absence of hematopoietic elements. 


Fig. 2. Left. Roentgenogram of the chest illustrating the 
generalized symmetrical increase in density of the ribs, 
clavicles, and scapulae. 


Right. Anteroposterior roentgenogram of the pelvis 
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bers.* Chemical analysis of these bones has shown 
no abnormal chemical elements nor any significant 
deviation from the normal inorganic constituents of 


. adult bones. Extramedullary hematopoiesis has been 


reported in the malignant form;‘ others have not 
found any evidence of such a process even though the 
lymph nodes, liver, and spleen were enlarged. 

The clinical picture of osteopetrosis in the adult 
is benign and undramatic when compared to that of 
the more malignant form seen in the younger age 
groups. In each the diagnosis is based on the roent- 
genographic findings. Many times the disease is 
asymptomatic. A history of frequent fractures or the 
occurrence of pathologic fractures may suggest the 
disease. The symptoms of severe anemia, as in the 
case reported, may expose the patient to a diagnostic 
study which would reveal the disease. Hinkel and 
Beiler,* in an analysis of 25 adult cases compiled 
from the literature, found approximately 45 per cent 
of the group asymptomatic and only 28 per cent with 
symptoms other than pathologic fractures. Severe 
anemia, clubbing of the long bones, palpable liver 
and spleen, and osteomyelitis were rather uncommon. 


The characteristic radiologic features of osteopet- 
rosis are the sine qua non for establishing the diag- 
nosis. Bilaterally symmetrical increase in density of 
the bones accompanied by a loss of the normal tra- 


and lumbar spine which demonstrates the marked in- 
crease in density of the vertebral bodies, pelvis, sacrum, 
and proximal ends of the femora. 
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becular pattern is the essential feature (fig. 2, left). 
Not all bones are involved, nor all to the same de- 
gree, although the disease is generalized. The spine, 
pelvis (fig. 2, right), posterior clinoids, and the 
proximal and distal ends of the femurs are most com- 
monly involved. In mild cases density may be found 
only in the metaphyses of the long bones. On the 
other hand, the entire bone may be so dense that the 
medullary cavity is not seen. Transverse or longi- 
tudinal bands of alternating greater and lesser density 
may Occur, most commonly near the ends of the long 
bones. Central enclosures of dense bone, surrounded 
by one or more alternating concentric layers of great- 
er or lesser density are found at sites of previous 
ossification centers. Descriptive terms such as “bone 
within a bone” have been used to describe such 
changes. They are usually seen in the ribs, pelvis, 
epiphyses, carpal, and tarsal bones. The vertebral 
bodies characteristically have a dense plate at the 
upper and lower borders with a less dense area sand- 
wiched between (fig. 3, left). The statement has 
been made that “club-like thickening of the posterior 
clinoid processes and narrowing of the sella turcica 
are invariable findings and one should hesitate to 
confirm the diagnosis of osteopetrosis in the absence 
of this feature’ (fig. 3, right). Evidence of old or 
recent fractures may be noted frequently. These are 
usually transverse and occur at sites of stress. Neither 
the articular cartilage nor the periosteum is involved 
in the disease in most cases. Since there is normal 


























fusion of the epiphyses with the shaft, the bones are 
usually normal in length. 


Blood chemical studies disclose no characteristic 
abnormalities. The serum acid and alkaline phos- 
phatases, calcium, and phosphorus levels are usually 
within normal limits. 


As has been noted earlier, hematologic disturb- 
ances, especially severe anemia, are common in the 
childhood type of this disease, but uncommon in the 
adult type. In the series of 25 cases of osteopetrosis 
in adults reported by Hinkel and Beiler,* 9 were 
found to have anemia, but in only 3 of these was it 
marked. Only 3 patients had palpable livers and 2 
had palpable spleens. 

The severity of the anemia is not always directly 
proportional to the extent and degree of bone in- 
volvement. Thus, some authors believe that the com- 
mon concept of physical displacement of the mar- 
row and myeloid metaplasia of the spleen, liver, and 
lymph nodes does not explain the hematologic ab- 
normality. Hinkel and Beiler* have suggested that 
there may be three principal causes for the anemia 
which probably complement each other. These are: 

“1. Deficiency of the undifferentiated mesenchymal 
cell (the common ancestor of bone and blood form- 
ing tissues). 

“2. Absence of hematopoietic stimulation which 
normally results from bone resorption. 

“3. Physical crowding within the narrow medullary 
cavities.” We believe that in our case, the anemia and 
thrombocytopenia may have been further aggravated 
by a secondary hypersplenism. 


Fig. 3. Left. Lateral view of the thoracic spine showing 
the abnormally dense superior and inferior plates of the 
vertebrae giving the characteristic ‘sandwich’ appear- 
ance. 

Right. Lateral skull film demonstrating thickening 
and clubbing of the posterior clinoid processes, narrow- 
ing of the sella turcica, and generalized increase in den- 
sity of the base of the skull. 
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ALBERS-SCHONBERG DISEASE—McGolrick et _al—continued 


The anemia is usually hypochromic in character.” 
The erythroid series usually shows a shift to the left 
with normoblasts being prominent in the peripheral 
blood.!! Reticulocytosis is generally present and of 
moderate magnitude. The myeloid series is common- 
ly normal in adults with anemia. However, there may 
be a marked left shift with numerous immature 
myeloid elements in the peripheral blood. When 
this occurs and is associated with hepatosplenomegaly, 
as it was in our case, the picture readily may be con- 
fused with leukemia. Thrombocytopenia has been an 
inconstant finding in the literature.’ In our patient 
it has been a recurring problem. On one occasion, im- 
mediately prior to her second admission, the platelet 
count reached a low of 29,400 per cubic millimeter. 

Differential diagnosis of the adult form of osteo- 
petrosis includes myelosclerosis; fluoride, lead, bis- 
muth, and phosphorus poisoning; lymphoblastoma; 
metastatic osteoblastic carcinoma; Paget’s disease; in- 
fectious osteitis; syphilis; tuberculosis; and condens- 
ing osteitis of Sicard. Since the histopathology of the 


bones in this disease is characteristic, establishment of 


the correct diagnosis, in the final analysis, may be 
based upon the microscopic characteristics of the 
biopsy specimen in doubtful cases.® 

The prognosis for adults with this disease is rela- 
tively good. Since osteopetrosis throughout its course 
occasionally may undergo periods of exacerbation and 


remission, spontaneous arrest, or even regression, it 
is not necessarily incompatible with long life. Death 
in adults may be due directly or indirectly to the 


anemia or may come from some cause unrelated to 
the disease. 


No form of beneficial therapy has been found, al- 
though a large number of substances has been tried. 
The anemia, in some cases, has responded favorably 
to relatively simple measures such as the adminis- 
tration of iron or liver extract. The severe grades of 
anemia have required blood transfusions. In addi- 
tion to two whole blood transfusions, our patient was 
given ACTH and prednisone in an attempt to dimin- 
ish the effect of hypersplenism and to stimulate hem- 
atopoiesis, using the platelet count and hemoglobin 
determination as our guides to therapy. By varying 
the dosage of these two drugs, we have been able to 
maintain the platelet count above critical levels and 
to eliminate the need for blood transfusions. Initial 
dosage of ACTH was 60 units, rapidly reduced to 
maintenance levels with none being given during the 
past four months. Prednisone has been varied be- 
tween 30 and 10 mg. daily. For the past eight months 
she has been taking 20 mg. in four divided daily 
doses. There are two other reports of the use of such 
therapy.*: 1° No beneficial effect was recorded by 
these observers. 


On theoretical grounds, splenectomy would seem 
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to be contraindicated in most cases; however, where 
hypersplenism is a major factor, this procedure might 
be expected to be of value. In several cases in which 


this was done, the patient was neither benefited nor 
harmed.* 


SUMMARY 


The case history of a 45 year old Negro woman 
with osteopetrosis is presented. The manifestations 
of the adult type of osteopetrosis are reviewed. Com- 
ment is made about the effect of ACTH and predni- 
sone on the hematologic disturbances associated with 
the disease in this patient. 
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Chronic Discoid Lupus Erythematosus 


Twenty-two cases of chronic discoid lupus erythematosus 
were treated with Plaquenil in doses of 200 to 800 mg. 
daily. The drug was found to be effective in untreated 
cases in cases previously refractory to or intolerant of the 
other antimalarials. High doses may cause side effects such 
as diarrhea, intestinal cramps, and nausea.—Lewis, H. M., 
and Frumess; G. M., A.M.A. Arch. Dermat. & Syph. 73: 
576-581 (June) 1956. 


We must always remember that God made us physicians 
for the patients and did not make the patients for us.— 
Francis M. Forster, M.D., J.A.M.A. 163:105 (Jan. 12) 1957. 


333 








Hearing Losses 
In Dallas School 
Children 


LUDWIG A. MICHAEL, M. D. 


Dallas, Texas 


FEW YEARS ago the otolaryngological journals 

published some interesting results of a well 
studied hearing survey of the school population of 
a rural area in Illinois? These results were based 
on tests on a screened group of about 500 children 
who had a hearing loss. Admittedly, the standards 
set up for this particular screening were exacting, 
but all children who did not meet them were referred 


Dr. Ludwig A. Michael, Dallas, 
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Throat April 24, 1956, in Gal- 
veston. 





Hearing disorders in children of school age 
can be discovered by large-scale surveys, and 
the method used in the Dallas public schools is 
described. By checking the hearing of each child 
while he is in the first few years of school, avoid- 
able hearing loss may be prevented through early 
treatment, and unavoidable losses may be com- 
pensated for by special education and medical 
therapy. 


to their physicians. The findings showed that some 
of the children, whether or not they received medical 
treatment, tended to show an improvement in thres- 
hold. Furthermore, somewhat surprisingly, the extent 
of the improvement was the same whether or not the 
children received medical treatment. These findings 
were provocative, and when another study conducted 
in an urban school system led to the same conclu- 
sion,’ it was thought that an evaluation of findings 
in the Dallas school system might be interesting. 


TECHNIQUE 


Historically, speech therapy has been part of the 
special education offered by the Dallas public schools 
for many years. It has been only in the past six years, 
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in common with a stirring of nationwide interest in 
the problem of selecting the hard of hearing within 
the school population, that the testing of hearing has 
become routine. Audiometry in the Dallas public 
schools is done by a group of technicians whose sole 
function is the hearing survey. Their schedule is set 
up in the fall and they circulate in the course of a 
school year through all the elementary schools in 
Dallas. Screening is done in the first, third, fifth, 
and seventh grades. High school students are tested 
when teachers request it or when there is a history 
of previous hearing loss in grade school. 

Since the procedure followed is most complete in 
the third grade, it will be described first. Initially, 
group pure tone testing is performed using the 
Massachusetts group test. In 1948, Johnston, of the 
Child Growth and Development Section of the 
Massachusetts Department of Public Health, de- 
scribed a test investigated and used by the depart- 
ment and since known as the Massachusetts group 
pure tone test.8 He suggested the use of the audio- 
meters from the Western Electric group phonographs 
which were widely used and available. To each audi- 
ometer may be connected up to 40 receivers for 
simultaneous testing. The frequencies tested have 
evolved to 500, 4,000, and 8,000 cycles per second. 
The intensity varies; the Dallas audiometers were set 
at 20 decibels for all three frequencies. Each fre- 
quency is tested in each ear six times. A child fails 
if he gives more than two incorrect answers for a 
tone. In 1952 Johnston advocated the use of the 
Massachusetts pure tone test for first graders, by 
having them take the test in groups of 10 and re- 
sponding by a show of hands rather than by written 
responses.* This modification, however, has not been 
utilized in Dallas. 

All those who fail the initial Massachusetts test in 
the third grade repeat the test. In Dallas third grad- 
ers, the failure rate is between 20 and 25 per cent, 
which is about the expected rate. Peterson!* has found 
that when a Western Electric or Maico audiometer is 
used in a pure tone screening test, 22 per cent of chil- 
dren fail the first test, and 8.7 per cent the second test. 
Those Dallas children who fail the second test are then 
given an individual sweep check, setting the audi- 
ometer at 20 decibels and sweep testing the frequen- 
cies from 250 to 8,000 cycles per second. This test is 
rapid, taking about three minutes per child. The next 
child in line is allowed to watch the one taking the 
test so that indoctrination is easy. Finally, those fail- 
ing the sweep test are given an individual pure tone 
threshold test, again using frequencies from 250 to 
8,000 cycles per second. 

The same procedure is followed in the fifth and 
seventh grades, except that only one Massachusetts 
group pure tone test is given. Any children who fail 
this are immediately given the sweep check at 20 
decibels and, failing this, they take the individual 
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HEARING LOSS IN CHILDREN W— Michael — continued 


pure tone threshold audiometer test. In the first 
grade the Massachusetts test is not used. The chil- 
dren are given an individual sweep check at 20 deci- 
bels, and those who fail are given pure tone thres- 
hold audiometer tests. 

Obviously, individual threshold audiograms take 
the most time but represent the smallest number of 
tests. Sweep checking is individual but rapid, and 
at three minutes per child, one technician can test 
100 children in a school day. The Massachusetts test, 
given 40 at a time, makes possible 400 tests a day, 
but the high percentage of repeats cuts down on the 
actual number of children tested. 

Standards of failure vary. In Dallas, on the final 
pure tone threshold audiogram, a hearing loss of 
greater than 20 decibels in two frequencies in one 
ear is considered a failure and is reported to the 
school nurse for action. She refers the child to his 
physician by clipping the audiogram to the standard 
referral form and sending it to the parents. After 
the physician’s comments are recorded the form is 
returned to the school nurse. 

The two principal methods of testing and screen- 
ing a school population have been mentioned, and 
both are in use in Dallas. Many other screening pro- 
grams also use a combination of both, while some 
areas prefer one type of test to the other. These two 
methods are the individual test (using rapid sweep 
testing) and the group test where up to 40 children 
at a time can be tested. Individual testing is more 
accurate, but also more time consuming. As for group 
tests, the Western Electric phonograph fading num- 
bers and the Massachusetts pure tone are by far the 
most widely used. The Western Electric uses a cali- 
brated phonograph record with stepwise reduction in 
the intensity of the numbers presented as the test 
material. After initial calibration, any desired level 
could be set up as the screening level and the chil- 
dren’s written responses graded to select those who 
do not respond correctly. The original description of 
the Massachusetts test mentioned its reliance on 
equipment previously used for group testing by the 
Western Electric method. The trend away from the 
use of spoken material for testing on a group basis 
and toward the use of pure tones has been as marked 
in the group testing program as has been the adop- 
tion of tests utilizing speech material for the evalu- 
ation of social adequacy in individuals. It had long 
been felt that the phonograph number test with its 
emphasis on vowel recognition, was not completely 
adequate. Many high tone losses were going un- 
recognized. Several studies show much the same 
conclusion. 


In one such study, Johnson and Newby® compared 
the ability of these two tests to screen a school popu- 
lation. Both of these tests, plus an individual pure 
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tone sweep at the 15 decibel level, were given to 
1,496 children. A total of 7.35 per cent of the chil- 
dren failed this, using the criterion of a 20 decibel 
loss at two frequencies or 30 decibels at one fre- 
quency. The Massachusetts test was administered at 
20 decibels at 500 cycles per second, 25 decibels at 
4,000 cycles per second, and 30 decibels at 8,000 
cycles per second. As is customary, six trials were 
given at each frequency with a deviation of more 
than two from correct considered a failure. The chil- 
dren then were given a second group test, and those 
failing both tests were considered hard of hearing. 
The efficiency of the Western Electric and Massa- 
chusetts tests were now compared, using the pure 
tone individual test as the standard. Obviously, the 
efficiency of screening tests such as these depends 
on two factors, (1) how well they pick out those 
with impairments, and (2) how well they pick out 
those with normal hearing. In other words, a truly 
efficient test not only should fail all with defective 
hearing but, equally important, should pass all with 
normal hearing. The comparative tests in this study 
showed that with the Western Electric test, 4.8 per 
cent passed who should have failed and 5.6 per cent 
failed who should have passed; therefore 11.4 per cent 
were misclassified. The Massachusetts test passed 1.3 
per cent who should have failed and failed 1.3 per cent 
who should have passed, misclassifying only 2.6 per 
cent. Thus, the criteria used by Johnson and Newby 
indicates that the pure tone group test does a better 
job of screening hard of hearing school children than 


the more venerable fading numbers type of group 
test. 


SCREENING RESULTS 


In a survey of Pennsylvania schools reported by 
Landis in 1952,!° the failure rate in screening was 
4 per cent in Philadelphia, 2.2 per cent in Pittsburgh, 
and 3.8 per cent in the rest of the state. A total of 
43,932 children with hearing losses was reported, 
with 17,866 being referred to a panel for otological 
examinations and 13,418, or 75 per cent, being ex- 
amined. In Pennsylvania the group testing methods 
have been given up in favor of pure tone sweep 
checking. It was thought that there were too many 
repeats and referrals from the group test and some 
children tried too hard and copied from others. Fol- 
lowing the sweep check, individual threshold audi- 
ometry was used for those whose hearing was below 


15 decibels. 

In the extensive survey by Guild and co-workers* 
in Baltimore in 1939-1940, which was done to eval- 
uate the efficacy of the use of radium in the naso- 
pharynx, 2.8 per cent failed the Western Electric 


phonograph speech test, and 4.3 per cent failed the 
pure tone test. 
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In a Chicago study on the testing of 36,692 chil- 
dren, first giving the group pure tone test and then 
an individual pure tone threshold test, it was found 
that 2.8 per cent had significant hearing losses.'* 
Significant in this study meant losses of 30 decibels 
or more in two or more frequencies. Such children 
were referred to a special clinic for an otological ex- 
amination, and from there the referral to the child’s 
private physician was made. It is interesting to note 
in this study that the child’s parents had no suspicion 
of any hearing difficulty in 54 per cent of the cases. 

The figures for Dallas are rather in line with oth- 
ers quoted. Of 4,318 children tested in this report, 
105 or 2.4 per cent failed to meet the standards. 


MEDICAL ASPECTS 


In opening this discussion the rather discouraging 
prospect of the apparent lack of benefit from medi- 
cal attention was introduced. In spite of this the im- 
portance of finding the hard of hearing children in 
the school population has long been stressed. Otol- 
ogists have shown that those whose hearing loss is 
remediable can be completely rehabilitated. Educa- 
tors have shown that those who cannot have their 
hearing losses removed medically and have difficulty 
in maintaining progress in school can be rehabili- 
tated by special education programs. Kinney® has 
emphasized the four important points in a good 
school conservation of hearing program: 

1. Screening tests. 

2. Individual otological examination. 

3. Classification and disposition of cases. 

4. Adequate follow-up methods. 


The effects of screening show up significantly in 
some studies. In a series reported from Denmark,!” 
a school district had been using pure tone group 
audiometry since 1941. Then in 1945 the school dis- 
trict was expanded. The routine tests on the pre- 
viously untested children from the new additions to 
this school district revealed a markedly higher inci- 
dence of children with moderate losses while the 
number of children with mild losses was about the 
same in the previously tested and untested groups. 
In addition, the results of screening were shown in 
the finding that losses tended to be greater in the 
lower grades. 


The next step after screening is the referral to the 
physician for medical evaluation. Various methods 
are used to effect medical contacts. Some test groups 
choose universal referral to a special otological clinic 
set up for the purpose; others depend on individual 
referrals to family physicians. Still another utilizes 
an otological panel which then refers children to 
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their physicians if the panel feels that medical ther- 
apy is indicated. Dallas depends on referral to physi- 
cians by the school nurse. 

In this study, all children who did not return the 
school referral form with a physician’s comments 
were considered untreated even though in some in- 
stances comments by the school nurse indicated that 
the parents stated they were going to take the child 
to their physician. 

Of the 50 children reported, 37, or 74 per cent, 
sought medical attention. This compares favorably 
with the 32.5 per cent of the Chicago group who 
consulted a physician -or went to a clinic, and the 44 
per cent who were treated in Curry’s study. Only 25 
per cent of the Chicago children consulting a physi- 
cian went to an otologist, or 8.1 per cent of the stu- 
dents with impaired hearing. The Dallas study showed 
that 20 of the 37 children who consulted a physician 
saw an otologist. Credit for this, without any doubt, 
should be accorded the school nurses, who play the 
important role in getting the Dallas children into 
medical hands by the persistence of their follow-up 
and strength of their suggestion. Home calls are 
made if action by the parents is too slow. 

In evaluating the effects of a screening program 
and correlating it directly with medical care, all chil- 
dren in a random group of schools in Dallas were 
included. This totalled 4,318 children, of whom 105, 
or 2.4 per cent, did not meet the standards men- 
tioned. However, for a comparison of the effects of 
medical treatment over a one year period it was 
found that only 50 of these had audiograms in two 
successive school years, 1954-1955 and 1955-1956. 
The averages for 500, 1,000, 2,000, and 4,000 cycles 
per second were taken. Those that changed in the 
one year period by more than 10 decibels in their 
average were accepted as representing significant 
changes. Of the total of 100 ears, 11 improved, 11 
got worse, and 78 remained unchanged. Of the 11 
improved ears 10 had medical attention and 1 did 
not. Similarly, of the 11 worse ears, 10 had medical 
attention, 1 did not. 

Can any conclusions be drawn from these find- 
ings? Obviously this series is so small that no sig- 
nificance is assignable to the number or extent of 
the change. No conclusions have any statistical valid- 
ity except one, and that is that of the 22 ears that 
changed in the one year interval, 20 had medical at- 
tention. Medical attention, in this group at any rate, 
was associated with a change, whether for the better 
or worse. This makes a quote from Crowe? apropos: 
“There is no question that the hearing of many chil- 
dren improves markedly as a result of the regression 
of middle ear lesions after shrinkage of the naso- 
pharyngeal lymphoid tissue, but in statistical analyses 
of large groups these improvements are offset by the 
impairments caused by progressive lesions whose 
course cannot reasonably be expected to be influenced 
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by the therapy.” Thus the finding that all but one 
of the ears that improved had medical attention is 


significant in spite of the 10 of 11 ears that got 
worse. 


Curry’s rural Illinois study? showed that 15 per 
cent of the boys and 10 per cent of the girls showed 
a hearing loss. This high figure is due to the stand- 
ard of a loss of 30 decibels or more at any one fre- 
quency from 256 to 11,584 cycles per seconds being 
used. In a comparison of spring and fall audiograms 
in this group an improvement in the averages for 
each frequency of 15 to 23 decibels was shown. It 
was noted that the previous winter and spring had 
been inclement. Further, in comparing the change in 
the treated and untreated children the conclusion was 
reached that thresholds in children who received 
medical treatment tended to show the same improve- 
ment as those in the untreated. In one Chicago 
study,'* of those who improved in their hearing 37 
per cent had medical care and 63 per cent did not. 
This shows a similar lack of correlation between im- 
provement and medical care. On the other hand, 
other Chicago figures!’ show that of a group of 304 
children who were advised to have, and in fact did 
have, medical care 58 per cent improved and 8 per 
cent got worse. Of those advised to seek help but 
who did not, only 32 per cent improved and 10 per 
cent got worse. Guild,® reporting in 1950 on a six 
year follow-up of the effects of nasopharyngeal irradi- 
ation on high tone losses, commented that there were 
no changes as compared to the untreated group. Fur- 
thermore, about half of 24 ears that were impaired for 
all frequencies improved, but whether the improve- 
ment was due to the treatment was questioned. A 
lack of homogeneity of many factors was indicated 
and it was believed that some of the changes were 
spontaneous. 


The doubts that these figures may cast should be 
dispelled by further investigation. More work needs 
to be done to provide solutions to some of the ques- 
tions that need answering, and more data should be 
sought. Do the losses represent progressive unre- 
sponding hearing loss? What. are the factors that 
influence parents in seeking medical attention? If so 
many parents are not aware of significant hearing 
loss in their children, does it take a progressive loss 
to get Johnny to the otologist? Do statistics show as 
medical therapy the conscious efforts of otologists to 
minimize progression by measures aimed at elimi- 
nating abnormal conditions about the sinuses or 
nasopharynx even though they are fully aware that 
they are working more in hope than in expectation? 
Should bone conduction studies be added to the last 
stage of the screening process? 


The conservation of hearing program in the public 
schools is valuable precisely for its awareness of in- 
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dividual values in public health. It brings to atten- 
tion, by weeding out of the general school popula- 
tion, those children who might be salvaged in their 


_ early years. By finding them not only in the first 


grade but by constant checking thereafter it saves 
some children from the preventable hearing losses 
of later life and also permits them to make a better 
adjustment and a more complete integration in their 
daily school life. It is a spur to better methods of 
testing, better special education, and better medical 
therapy. Conservation of hearing programs make the 
otologist aware of the public health aspects of his 
field and conscious of the active role he plays in 
preventive medicine. By constant screening are found 


those relatively few to whom therapy can mean so 
much. 


Grateful acknowledgment is made of the assistance of 
Miss Margaret Harris, consultant in special education, Dallas 
Independent School District. 
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® Dr. Michael, 3707 Gaston Avenue, Dallas. 


Correction: Traumatic Stomach Rupture 


Dr. Robert Franken, San Angelo, and Dr. Frank R. Bar- 
ker, Sweetwater, authors of the article entitled “Traumatic 
Subcutaneous Rupture of the Stomach” published in the 
March issue of the Texas State Journal of Medicine, pages 
164-166, have called attention to an error in the original 
presentation. It was stated that approximately 72 hours 
elapsed between the injury and surgery; the elapsed time 
should have been stated as 21 hours. 
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Vaginal 
Hysterectomy in a 
Charity Hospital 


STANLEY F. ROGERS, M. D., and 
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Houston, Texas 






IHE POPULARITY of vaginal hysterectomy has 

waxed and waned over the past century. In the 
past the complicity of many, if not most, of the tech- 
niques is probably the chief reason for their lack of 
popularity. Gray,® in his monograph on vaginal hys- 
terectomy, has attributed much of the present popu- 
larity of vaginal hysterectomy in this country to the 
large series of cases presented by Campbell,? of the 
Presbyterian Hospital in Chicago. However, there 
have been many other names associated with vaginal 
hysterectomy that deserve their share of credit for 
having promoted the operation in our time. Among 
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This paper describes a simplified method of 
vaginal hysterectomy which the authors believe 
results in less loss of blood and fewer postopera- 
tive complications than other methods currently 
in use. All the 157 operations reported were per- 
formed at the Jefferson Davis Hospital by the 
resident staff. 


these are Heaney," * Allen,? Campbell of Montreal, 
and Kennedy,!* the Mayo Clinic—mainly contribu- 
tions by Charles Mayo'* but more recently by Coun- 
seller,*: * and many of the hospitals in Chicago. Many 
contributors have been neglected in this list, but their 
works are all summarized by Gray.5 His monograph 
is itself a fine contribution to the recent enthusiasm 
for the procedure. 

We believe that the accelerated popularity of va- 
ginal hysterectomy is due more to the newer trends 
in simplicity of technique than to any other single 
factor. These newer trends have no one place of 
origin, but consist of adaptations of portions of vari- 
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ous techniques, all of which, when combined, make 
the operation simpler, quicker, and attended by less 
blood loss and by fewer postoperative complications 
than before. 

The present study at Jefferson Davis Hospital rep- 
resents a series of 157 cases, completed over a three 
year period. All of these operations were carried out 
entirely by our resident staff. The large majority of 
vaginal hysterectomies performed here utilize the 
technique that we shall describe, which in this series 
include all but 24 cases. ; 

During this three year period from July, 1952, to 
June, 1955, there were 157 vaginal hysterectomies 
performed in this hospital, compared with 457 ab- 


TABLE 1.—Incidence of Vaginal Hysterectomies and 
Abdominal Hysterectomies, 1952-1955. 


r———Hiystenectomies——— 





Year Vaginal Abdominal 
Pebeier., 1952-25. ie bs 19 60 
TM 250k acct ny Oia tens dosh te ake 52 129 
I Pod et 6 bata she ast sia Sia 51 199 
Jan-jane, 1955 2 ..5..:3.. ; 3 69 
SUNN E SkAenc oh ; 157 457 





dominal hysterectomies, 7 of which were subtotal 
(table 1), which shows that a percentage of 34.4 of 
all the hysterectomies during this period were per- 
formed by the vaginal route. 


AGE AND PARITY 


Table 2 shows the age and parity of the patients 
in our series. It is noteworthy that a large number 
were operated upon in their twenties and thirties. 
This is due to the fact that clinic patients, by and 





TABLE 2.—Age and Parity of Patients Having 
Vaginal Hysterectomies. 


————_— Parity ———————— 





Age No. Negro White 1 2 3 4 5 6 6+ 
20-29 18 8 10 2 2 ae ae 
30-39 37 |= TZ 2 TB OD. AB Ge 8 
40-49 37 15 22 te ee Ge? SY ae 
50-59 17 5 12 ae Or BA eee ie 
60-69 21 3 ie AS) a Bo SE as 
70-79 6 6 1 1 1 1 z 
80-89 1 1 1 
Totals 157 43 ‘114 6 18 19 20 28 19 50 





large, achieve greater parity at an earlier age, and, 
therefore, pelvic defects requiring surgical correction 
occur correspondingly early. The total number of 
white patients is far greater than the number of 
Negro patients operated upon, in spite of the fact 
that approximately 75 per cent of all deliveries at 
the Jefferson Davis Hospital are of Negro patients. 
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HYSTERECTOMY—Rogers & Moore — continued 


This, we believe, is due to the inherent greater tissue 
elasticity and support in Negro patients. Perhaps 
this increase in elasticity of smooth muscle structures 
is the reason for the increased incidence of hyper- 
tension and toxemia in Negroes. 

It is our opinion that an existing pelvic defect of 
uterine prolapse, symptomatic cystocele, and rectocele 
warrant proper correction according to the merits of 
the individual case; age is not the chief factor. 


INDICATIONS 


The most common indication for hysterectomy is 
uterine prolapse associated with cystocele and recto- 
cele. In classifying the patients with cystocele, the 
great majority of these had urethrocele with symp- 
toms of stress incontinence as well. We rarely see a 
urethrocele or cystocele unassociated with the other, 
and repair of the anterior vaginal wall aims at cor- 
rection of both. 


We feel that vaginal hysterectomy is not in com- 
petition with abdominal hysterectomy. Each case is 
judged on its own merits as to whether the best re- 
sult will be achieved by the vaginal or abdominal 
route. It is our policy not to attempt vaginal hys- 


TABLE 3.—Indications for Vaginal Hysterectomy 
in 157 Cases. 





Condition 


Uterine prolapse, cystocele, & rectocele 

(1 with urethral polyp) .................. 63 
Cystocele & rectocele............ ee 26 
Complete procidentia See ie aa, 13 
Fibroids, cystocele, or rectocele ; 10 
Functional uterine bleeding 9 
Uterine prolapse, cystocele only (1 with 

urethral diverticulum) 
Endometrial hyperplasia 
Fibroids, uterine prolapse, cystocele, & rectocele. . 
Fibroids (1 with endometriosis) .. . 
Carcinoma in situ... . 
Adenomyosis 
Cystocele (1 multiparity ) 
Uterine prolapse, with rectocele. . . 
Cystocele, rectocele, & chronic cervicitis . . 
Mental defective, multiparity 
Previous Watkin’s interposition 
Uterine retroversion .............. 
Dysmenorrhea (congestion syndrome) 
Chronic endometritis & pyometrium 


Incidence 


KK RK BND RUDAQA™N CO 


terectomy in the presence of adnexal disease, fixation 
of the uterus, or in cases where the size of the uterus 
is larger than the fetal skull. 

Five vaginal hysterectomies were performed by 
morcellation. The reasons for performing these were 
extreme obesity, deep pelvis, or a large cystocele or 
rectocele with uterine myomas. Morcellation repre- 
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sented an attempt to avoid more than one approach 
to the necessary surgery, especially when abdominal 
surgery is contraindicated. 

Twenty-eight patients with cystocele and rectocele 
had no uterine prolapse, and vaginal hysterectomy 
was performed in addition to the repair of these re- 
laxations because the women were usually of great 
parity, and it is considered that the repair of the 
cystocele and rectocele is far more effective when the 
uterus is removed at the same time. This is for rea- 
sons of the immediate anatomic dissection, and be- 
cause further pregnancies would be detrimental to 
the repair. Most of these women, while they did not 
have uterine prolapse, did have freely movable uteri, 
and vaginal hysterectomy is little, if any, more diffi- 
cult in these cases than in those with prolapse. The 
procedure is easier in these instances than in patients 
with complete prolapse. Furthermore, the time taken 
to perform vaginal hysterectomy with anterior and 
posterior repair is little more than is necessary for 
the repair of the cystocele and rectocele alone. The 
incidence of chronic cervicitis in these patients was 
high, and it was often considered an additional indi- 
cation for hysterectomy. 


In cases in which it is known beforehand that a 
patient will be operated upon both vaginally and ab- 
dominally because of symptomatic pelvic relaxation 
combined with pelvic disease which contraindicates 
vaginal hysterectomy, we think our best approach is 
first to perform the indicated vaginal plastic surgery. 
At the same time, the abdominal procedure is facili- 
tated by releasing the uterosacral and cardinal liga- 
ments intentionally per vaginum. In some instances, 
however, it cannot be definitely decided beforehand 
whether or not the uterus can be removed vaginally. 
In these cases the approach is made vaginally, and 
if after posterior colpotomy and ligation of the uter- 
osacral and cardinal ligaments and uterine vessels it 
is not feasible to remove the uterus vaginally, we 
attach the aforementioned ligaments to the lateral 
angles of the vagina. We then complete the indi- 
cated vaginal plastic procedures, close the vaginal 


cuff, and the hysterectomy then is easily performed 
abdominally. 


When cervical biopsy is reported as carcinoma in 
situ, it is our practice to rule out invasive cervical 
cancer by scalpel conization of the cervix and curet- 
tage. If invasive cancer is ruled out and hysterectomy 
is decided upon, we think that the vaginal route is 
to be preferred, abdominal hysterectomy being re- 
served only for those cases in which vaginal hysterec- 
tomy is otherwise contraindicated. This preference 
for the vaginal route is justified, not only because of 
the other advantages of vaginal over abdominal hys- 
terectomy, but also because we can select a site of 
amputation of the vaginal cuff with a great deal 
more accuracy. 


The 9 cases of functional uterine bleeding were 
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mostly in the older age groups, from 35 to 50 years 
of age. The diagnosis was made only after prelimi- 
naty curettage revealed no lesions in the endome- 
trium and the bleeding persisted. Most of these pa- 
tients had associated pelvic relaxation. 

There were 13 cases of complete prolapse, and it 
is noteworthy that the average age of these patients 
was 66 years. The oldest was 81 and the youngest 
41. This age incidence is evidence that complete 
prolapse is one of the processes of aging. 


PROCEDURE 


The recent literature is not lacking in papers writ- 
ten on procedures for vaginal hysterectomy. Basically, 
over the country, all of the techniques represent a 
modification of either the Heaney® ® 1°11 or the 
Mayo'® procedures. In the Mayo technique all of 
the ligaments contained in the broad ligament, that 
is, the uterosacral, cardinal, and round ligaments, are 
brought together in the midline. The anterior peri- 
toneal cul-de-sac is not entered until the uterus is 
practically removed. In the Heaney technique, how- 
ever, the aforementioned ligaments are attached to 
their respective lateral angles of the vagina in order 
to give adequate vaginal support. Also, the anterior 
peritoneal cul-de-sac is entered earlier in the proce- 
dure, so that one may proceed without fear of injury 
to the ureters or bladder. 

There has been, apparently, a great swing toward 
the use of the Heaney technique. The late Dr. Louis 
Phaneuf" changed to a technique similar to that of 
Heaney because of the relatively large incidence of 
enterocele following the Mayo type technique. He 
thought that apposition of the uterosacral ligaments 
caused a false pouch in the cul-de-sac of Douglas, pre- 
disposing to enterocele. He found that after changing 
to lateral support of the vagina he immediately re- 
duced and practically eliminated the incidence of 
postoperative enterocele as a late complication. Proof 
of this swing toward the Heaney type procedure is 
given by the fact that Counseller,®:* who is chief of 
the gynecological service at the Mayo Clinic, has him- 
self abandoned the Mayo technique. Gray also uses 
a technique which employs the principles set forth 
by Heaney. The procedure we utilize is similar to 
the Heaney technique in so far as the hysterectomy 
itself is concerned. It differs widely, however, in the 
method of anterior and posterior repair. 

After a circular incision is made detaching the 
vaginal mucosa from the cervix, the bladder is ad- 
vanced and the anterior peritoneal cul-de-sac is en- 
tered. This is followed by entry into the posterior 
peritoneal cul-de-sac. Heaney-Simon retractors are 
placed in the cul-de-sacs for protection of the blad- 
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der, ureters, and rectum. The uterus is removed by 
the clamp, cut, and ligature method. The first clamp 
contains the uterosacral and the major part of the 
cardinal ligaments; the second clamp contains the 
upper part of the cardinal ligaments and the uterine 
vessels; and the third clamp (usually the last, and 
placed in position after delivery of the fundus uteri 
through the posterior cul-de-sac) contains the round 
and utero-ovarian ligaments and the tube. The only 
identifying tags are left on the first and last pedicles 
on each side. These four tags comprise the maximum 
number ever used, as it is considered that multiple 
tags (switchboard style) are more confusing than 
helpful. Lateral angle sutures are placed in the vagina 
attaching, religating, and peritonealizing each of the 
aforementioned ligated ligaments to their respective 
angles of the vagina. 


This is where our technique differs from that of 
Heaney. In most of the older techniques, including 
that of Heaney and Mayo, the anterior vaginal wall 
dissection is done prior to the hysterectomy, but its 
repair is deferred until after hysterectomy. We be- 
lieve that this has been one of the causes of excess 
blood loss, and it is much easier to perform the entire 





% 


Fig. 1. After hysterectomy by a technique similar to that 
of Heaney, lateral angle fixation sutures are placed as 
shown, and the peritoneum is closed. 


anterior repair in one stage following the removal of 
the uterus. A continuous suture is now utilized to 
close the peritoneum from one lateral angle of the 
vagina to the other, similar to its closure in abdom- 
inal hysterectomy. The anterior vaginal wall is then 
incised from the anterior cuff to within about 1 cm. 
of the external urinary meatus. The anterior vaginal 
wall flaps are then separated from the bladder, and 
the redundant portion of these vaginal flaps is ex- 
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cised. The periurethral and perivesical walls are then 
imbricated in one layer of interrupted sutures, and the 
intervening dead space between the vaginal wall and 
bladder is obliterated. The vaginal cuff is now closed 
with interrupted sutures in a transverse direction. 


TT ae 


ad 


Fig. 2. This drawing shows how vesico-urethral repair is 
effected all in one stage following the hysterectomy. 


The posterior repair varies according to the anat- 
omic necessity and the principle employed here is, 
first, to enter the rectovaginal space and dissect the 
posterior vaginal wall from the rectum to the vaginal 
cuff. A triangular wedge of vaginal mucosa is ex- 
cised with its apex approximately 2 cm. from the 
vaginal cuff. A continuous suture imbricating the 


: 7 " <i 4 
Fig. 3. In repair of a rectocele, support is derived chiefly 
by the perirectal fascia rather than the levators. 


perirectal fascia is placed near the vaginal cuff and 
brought downward to the perineum. This suture line 
actually corrects the rectocele defect and makes un- 
necessary much of the heavy catgut utilized to cre- 
ate a rigid bridge of levator muscles at the outlet. 
The vaginal mucosa is then closed, obliterating the 
dead space between the rectum and vagina. The 
perineal muscles are closed as in midline episiotomy 
repair. We find that this form of repair causes less 
pain postoperatively, and less dyspareunia. The aver- 
age operating time using this technique is one hour 
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and 53 minutes, but most of the residents in the lat- 
ter part of their training complete the procedure in 
slightly more than one hour in uncomplicated cases. 


COMPLICATIONS 


The standard for morbidity is the same as for ob- 
stetrics, that is, elevation of temperature to 100.4 F. 
on two successive days after the first postoperative 
day. Forty-nine patients were morbid by this index, 
and morbidity was unexplained in 8 cases (table 4). 


TABLE 4.—Morbidity and Other Complications 
in 157 Cases. 

Condition Incidence 

Cuff abscess & infection histor 19 
‘ ; 11 
Hemorrhage or hematoma. . 10 
eS eee 8 
ME Men cls 2 5. | 7 
Urinary retention . 
Vaginal pack . pistes 
Urinary retention without morbidity 
Injury to other organs 
Rectum ..... 


Intestinal obstruction (ileus) . 


The incidence of vaginal cuff infections and ab- 
scesses is a great deal higher than we should like it 
to be. During the past year this complication has 
been markedly reduced by the use of preoperative 
vaginal antibiotic therapy; specifically, we have been 
using Furacin vaginal suppositories for two nights 
prior to surgery. This is especially necessary among 
our clinic patients, who have an unusually high in- 
cidence of cervicitis, the organisms of which are quite 
virulent when not controlled. 

Among other complications were 10 cases of hem- 
orrhage and hematoma, which were noted between 
3 and 10 days postoperatively and were controlled 
adequately by vaginal packing or resuturing of the 
vaginal cuff. 

Urinary retention without morbidity existed in 2 
patients. These patients were unable to void, but 
the condition cleared within a period of three to 
four weeks following surgery, and at the time of 
their six weeks checkup the patients did not have a 
significant residual of urine. 

There was 1 instance of intestinal obstruction, and 
this represented a case of adynamic ileus, secondary 
to pelvic peritonitis. The patient was treated with 
suction, antibiotics, and adequate drainage of the 
vaginal cuff. 


Injuries to the rectum and bladder in 2 instances 
each were inadvertent incisions into these organs. 
They were noted at the time of surgery and repaired, 
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and the postoperative course of each patient was 
without incident. 


MORTALITY 


There were 2 deaths in our series of 157, which 
shows an incidence of 1.2 per cent: 


CASE 1.—Mrs. T. G. was 65 years old, gravida 4, para 4, 
and had cystocele, rectocele, and a 3 degree prolapse of the 
uterus. She died on her eleventh postoperative day. A 
vaginal hysterectomy with anterior and posterior repair was 
performed by a second year resident, with a senior attend- 
ing gynecologist as first assistant. The operation was com- 
pleted without difficulty in one hour and 56 minutes. Blood 
loss was minimal. On the first postoperative day the pa- 
tient’s temperature was 100.2 F.; pulse was 104; and she 
complained of perineal pain. The second day the tempera- 
ture was again 100.2 F., and the patient complained of 
abdominal and pelvic discomfort. She had been given 
Gantrisin because of the Foley catheter. Because her pulse 
rate of 104 was considered to be out of proportion to her 
temperature, a medical consultation was obtained and the 
patient was said to have an auricular fibrillation. She 
continued to have a temperature of between 100 and 100.2 
F. for the next few days, although she was ambulatory and 
otherwise free of complaints. On the ninth postoperative 
day a rectal examination revealed some tenderness and in- 
duration. The patient vomited several times during that 
day and the next, and had some abdominal pain with pres- 
sure which was difficult to evaluate. Urinalysis showed the 
urine to be loaded with blood cells. A culture of the urine 
revealed nonhemolytic Staphylococcus, budding yeasts, and 
Pseudomonas aeruginosa. The blood urea nitrogen was nor- 
mal. Because she was afebrile, ambulatory, voiding spon- 
taneously, and feeling well, the patient was dismissed on 
her eleventh postoperative day to return to the clinic one 
week later. She was brought to the receiving room on the 
evening of her eleventh postoperative day and was pro- 
nounced dead on arrival. 

Autopsy was performed and the following findings were 
given: 

1. Recent wound of operation; vaginal hysterectomy for 
uterine prolapse. 

2. Abscess of cul-de-sac with acute diffuse peritonitis 
and subdiaphragmatic abscesses. 

Pneumonia, focal, bilateral, early (aspiration). 
Hydrothorax, right (100 cc.). 

Arteriosclerosis, generalized, moderate. 
Nephrosclerosis, arterial and arteriolar. 
Cystitis, acute. 

. Nodular colloid hyperplasia of thyroid. 

It is thought that this patient had had an unrecog- 
nized crisis of hyperthyroidism, which probably low- 
ered her resistance to the abscesses in the cul-de-sac 
which had developed with diffuse, overwhelming 
peritonitis and pneumonia. It is to be noted that the 
patient had told all present that she was going to 
die before she was operated upon. 

CASE 2.—Mrs. F. C. was 81 years old, gravida 9, para 9, 
and had had a complete procidentia for one year. Vaginal 
hysterectomy with anterior and posterior repair and vaginec- 
tomy were performed after consultation with the medical 
service staff. The patient had arteriosclerotic heart disease, 
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compensated. When the results of a chest roentgenogram 
electrocardiogram, and blood urea nitrogen test were within 
normal limits, she was cleared by the Department of Med- 
icine for surgery. 

The operation was stated to be without difficulty, and 
the patient’s immediate postoperative course was good. She 
was ambulatory on her second postoperative day. The Foley 
catheter was removed on her fifth day postoperatively, and 
she voided easily. She would take little food, and her lim- 
ited fluid intake necessitated the use of intravenous fluids. 
Her temperature rose to 103 F. on her ninth postoperative 
day, and urine culture and sensitivity tests revealed diph- 
theroids, Klebsiella, and Aerobacter aerogenes. She was 
given Achromycin and was tube fed because of her refusal 
to take food. She gradually became weaker and unrespon- 
sive. Medical consultation opined that the patient's condi- 
tion represented borderline renal failure, precipitated by 
her recent infection. Her blood urea nitrogen had risen 
to 108 mg. per 100 cc., and by the twelfth postoperative 
day it was up to 121. She became comatose and died on 
her seventeenth postoperative day. Autopsy was refused. 

It is thought that even though medical consultation 
had cleared this patient for surgery, a far more ex- 
tensive procedure was performed than was necessary 
for a woman of advanced age. The operation pre- 
disposed her to urinary infection and tipped the 
scales of renal failure, causing her demise. 


SUMMARY AND CONCLUSIONS 


A series of 157 cases of vaginal hysterectomy per- 
formed by resident physicians at a charity hospital 
is presented. The complications and age incidence 
peculiar to an indigent clinic population are noted. 
A simplified technique for vaginal hysterectomy is 


described. 


Vaginal hysterectomy utilizing the simplified tech- 
nique presented, or one similar to it, together with 
the good results obtained, are thought to be the prin- 
ciple reasons for the increasing popularity of this 
operation. 

Where defects of the bladder or rectum are pres- 
ent, an attempt to remove the uterus vaginally should 
be made if hysterectomy is indicated. It is believed 
that vaginal hysterectomy is the procedure of choice, 
rather than that the patient be subjected to the haz- 
ards of pelvic repair with laparotomy. 


The number of patients successfully treated by 
vaginal hysterectomy after previous pelvic surgery 
totalled 69. In none of these was it necessary to per- 
form laparotomy, and in no case did we regret the 
decision to remove the uterus vaginally. Each case 
is judged on its own merits according to the exact 
history and findings on examination. 

Vaginal hysterectomy by morcellation is indicated 
when the uterine mass is freely movable and the 
risk of abdominal surgery great, as in extreme obesity, 
or in the presence of debilitating diseases which pre- 
vent the use of major anesthesia. It is not performed 
as a routine or as a matter of gymnastic achievement. 
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In the 5 cases presented, it was our experience that 
each achieved the desired result of maximum benefit 
with minimum risk. The technique to be emphasized 
where vaginal hysterectomy is done by morcella- 
tion is that the morcellation is not begun unless and 
until the uterine vessels on each side are well ligated. 

The simplicity of vaginal hysterectomy facilitates 
abandonment of the procedure at any time and com- 
pletion by the abdominal route. Just as one does not 
proceed to damage the infant prior to resorting to 
cesarean section, the decision to abandon the vaginal 
approach should be made soon after posterior col- 


potomy has allowed adequate cul-de-sac and adnexal 
examination. 


Our results with an indigent population, operated 
upon entirely by resident staff, warrant our continued 
use of this procedure. 
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VA Begins New TB Drug Study 


A new antibiotic drug, streptovaricin, is being tested 
against tuberculosis by the Veterans Administration. Re- 
ceiving the drug combination are 100 patients in 10 hos- 
pitals who still have lung cavities from tuberculosis after 
treatment with other drugs. They will be treated for eight 
months with a combination of streptovaricin and isoniazid 
to determine (1) the effectiveness of the combination and 
(2) whether streptovaricin can slow down development of 
resistance to isoniazid by tuberculosis germs. 

The new antibiotic was isolated first from a fungus found 
in a soil sample collected in Dallas. 
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LTHOUGH ovarian pregnancy was first described 

in the seventeenth century, it was not until 

after 1900 that English authorities recognized the 

diagnosis. The rarity of ovarian pregnancy warrants 

the report of individual cases. The incidence is re- 

ported as varying from 1 in 25,000 to 1 in 40,000 

pregnancies, as estimated by Young and Hawk.* Her- 

tig® has calculated that 0.7 to 1.0 per cent of all 
ectopic pregnancies are ovarian. 


Dr. William T. Womack, asso- 
ciate member of the staff of 
Shannon West Texas Memorial 
Hospital, is now in the Air Force 
at Albuquerque, N. Mex. His 
co-author is on the consulting 
staff, Division of Obstetrics and 
Gynecology, Shannon Hospital. 


True ovarian pregnancy is rare. Its clinical 
course is similar to that of tubal ectopic preg- 
nancy. The case reported here occurred in a 28 
year old Latin American, gravida 5, para 4, who 
was treated successfully and returned to the hos- 
pital a year later for spontaneous delivery with 
a term intrauterine pregnancy. 


Until the establishment by Spiegelberg in 1887 of 
his criteria for the diagnosis, many false reports of 
Ovarian pregnancy were made. It took the four fol- 
lowing requirements, now known as Spiegelberg’s 
criteria, finally to set a definite limitation on the 
diagnosis of this condition: 


1. The tube on the affected side must be intact, 
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including the fimbriated end, and free from the ovary. 

2. The gestational sac definitely must occupy the 
normal position of the ovary. 

3. The gestational sac must be connected to the 
uterus by the utero-ovarian ligament. 

4. Unquestionable ovarian tissue must be demon- 
strated in the walls of the sac. 

With the establishment of the criteria, many of 
the cases of tubal pregnancy aborted onto the ovary 
have been discarded as ovarian pregnancies. 

In 1932 Wollner* culled 48 cases from the litera- 
ture. Four years later Russell and Black* added 4 
more. Seven more cases were reported by Wilson 
and Robins® for a total of 59. Twenty-five addi- 
tional cases were added by Golden? from his review 
of the literature for a total of 84 cases. “Authentic 
cases” have varied from this figure to 200.1 Thirty- 
eight cases were carried to viability—-28 weeks or 
more—and resulted in 12 living babies. Many cases 
are undoubtedly that of the extrafollicular or second- 
ary type and not the true primary ovarian pregnancy 
as defined by Spiegelberg’s criteria. 

The cause of this rare condition has been theorized 
by Wollner? as being an increased resistance of the 
surrounding tissue preventing the explosion of the 
ovum from the cumulus oophorus. His explanation 
for this increased resistance includes the presence of 
oophoritis. Some authorities believe that endometri- 
osis plays an important role in the etiology. In none 
of the cases reviewed was there a history of pelvic 
inflammatory disease.* 

The clinical course is similar to that seen in tubal 
ectopic pregnancy. In 80 per cent of the cases re- 
viewed there was a normal menstrual history. The 
age incidence varied from 19 to 44 years. In ap- 
proximately 45 per cent the onset of symptoms oc- 
curred less than 28 days after the last menstrual 
period. Parity ranged from 1 to 8, and it is interest- 
ing to note that the greatest number of patients were 
primiparous. 


The usual signs and symptoms are those. incidental 
to bleeding into the peritoneal cavity, with its asso- 
ciated abdominal pain, rigidity, eventual flank dull- 
ness, and shock. There is the sometimes associated 
symptom of shoulder pain due to diaphragmatic irri- 
tation. There is, on pelvic examination, usually a 
tender mass in the cul-de-sac. Vaginal bleeding may 
or may not be present. 


CASE REPORT 


Mrs. E. S., a 28 year old Latin-American divorcee, gravida 
5, para 4, was seen first in the emergency room of the 
Shannon West Texas Memorial Hospital at 6:30 p. m., Oc- 
tober 11, 1955. She was brought in by friends who stated, 
“She has appendicitis.” The patient had been asymptomatic 
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until noon of that day when she complained of being “sick 
at her stomach”; at approximately 4 p. m. she had vomited 
one time. Immediately prior to being brought to the hos- 
pital she had complained of severe pain in her right side 
and abdomen. On the way to the hospital she had become 
“sleepy” and had to be carried into the emergency room. 

The informant knew nothing about the patient’s past his- 
tory or family history. The personal history showed she 
worked as a waitress in a local cafe. She was a Mexican 
citizen who had only recently come to work in San Angelo. 

The following menstrual history was obtained from the 
patient: onset of bleeding six days before, flow about ceased 
at present. Last menstrual period September 10 with a 
normal flow. : 

Physical examination showed the temperature to be nor- 
mal, pulse 110 and weak, respirations 22 per minute, and 
blood pressure 60/?. Blood pressure was unobtainable ex- 
cept by palpation over the brachial artery. In general she 
appeared to be a Latin-American female of approximately 
the stated age of 28 years. She was prostrate, groggy, and 
sleepy. Upon direct questioning she would partially open 
her eyes and answer with one or two mumbled words. The 
mucous membranes and nail beds were very pale. The pa- 
tient appeared grossly washed out. The abdomen was of 
normal contour with no abdominal scars noted; there were 
present old striae gravidarum. Palpation showed the abdo- 
men to be soft with no muscle rigidity. Voluntary guarding 
with pain to palpation was noted in both lower quadrants, 
marked on the right. Rebound tenderness was questionable. 
Genitalia were normal. 

The pelvic introitus was parous. No blood was seen in 
the vagina. The cervix was slightly bluish but with no 
erosion. On bimanual examination the uterus was felt to 
be only slightly enlarged. There was an ill defined mass 
in the right adnexal region. The patient complained of pain 
on palpation of the right adnexa. Rectal examination was 
deferred. 

The back and extremities were normal. 


Treatment for shock was instituted, including whole blood 
transfusion. Colpocentesis was performed and revealed the 
presence of dark blood in the cul-de-sac. The blood did 
not clot. A complete blood count showed 9.9 Gm. of hemo- 
globin per 100 cc. (63 per cent), 26,250 white blood cells 
per cubic centimeter, 24 per cent stabs, 59 per cent seg- 
mented cells, and 17 per cent lymphocytes. An emergency 
laparotomy was scheduled with the preoperative diagnosis 
as follows: (1) hematoperitoneum, acute with secondary 
shock; (2) etiology—ectopic pregnancy, ruptured or ovarian 
cyst, ruptured. 

At operation there was found 700 to 1,000 cc. of dark, 
unclotted blood in the peritoneal cavity. Both fallopian 
tubes were normal, including the fimbriated ends, but a 
small dark cystic structure measuring 4 cm. in diameter 
occupied the right ovary. It was ruptured and bleeding ac- 
tively. A wedge of the right ovary, including the cystic 
structure, was excised and hemostasis secured. Next a ma- 
jority of the free blood in the peritoneum was removed, 
and a small denuded area on the posterior aspect of the 
right broad ligament was noted. The area was packed with 
Gelfoam and peritonealized. At this stage the diagnosis 
was thought to be ruptured corpus luteum cyst with hemor- 
rhage. The patient received one unit of blood on the table 
and was returned to her room with a blood pressure of 
100/80. 


She was started on Gantrisin prophylactically because of 
intraperitoneal hemorrhage with the risk of secondary in- 
fection. Ambulation was started on the first day, and no 
complications were noted. The patient was discharged the 
fifth postoperative day, and the skin sutures were removed 
the seventh day. The postoperative course was smooth. 
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The patient did not return for postoperative follow-ups. 
She was readmitted to the hospital September 22, 1956, 
with a term intrauterine pregnancy. She was admitted in 
active labor. She delivered by spontaneous mechanism, and 
an elective tubal ligation was done. The right ovary ap- 
peared normal with the exception that it was slightly smaller 
than the left. 


Pathologic Report——Grossly, the specimen from the Oc- 
tober, 1955, operation was made up of five pieces of tissues 
that showed considerable hemorrhage. The combined weight 
of the entire material was 12 Gm. The pieces averaged 
from 3 cm. down to 1.5 cm. in diameter. The largest piece 
showed some gray, slightly shiny material, that was con- 
sistent with ovarian capsule. All of the remainder of the 
material was hemorrhagic in appearance and could not be 
identified as any particular organ. 

Sections examined microscopically showed both ovarian 
tissue and placental tissue in juxtaposition. The placental 
tissue was made up of both chorionic villi and decidual cells. 
Most of the placental tissue was present in the blood clot, 
but it was also found adherent to ovarian stroma. The 
ovarian tissue that was nearest the placenta showed a de- 
cidual reaction and extensive hemorrhage and inflammation. 
This reaction of hemorrhage and inflammation destroyed the 
normal relations of the ovarian stroma, except for resistant 
bodies such as corpus albicans (fig. 1). The ovarian tissue 


Fig. 1. A photomicrograph showing the relationship of 
the placental tissue to the ovary. Note the preserved 
corpus albicans in the upper left, the inflamed ovarian 
stroma lower left, and the chorionic villi lower right. 
(Hematoxylin and eosin stain, X 75.) 


further removed from the placental implant showed uni- 
form and orderly stromal cells, one atrophic corpus luteum, 
and a few follicular cysts. 


The diagnosis was of an ovary showing implanted pla- 
cental tissue. 
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MEDICAL 


* Coming Meetings 


Texas Medical Association, Houston, April 19-23, 1958. Dr. Denton 
Kerr, Houston, Pres.; Mr. C. Lincoln Williston, 1801 North Lamar 
Blvd., Austin, Executive Secy. 


American Medical Association, New York, June 3-7, 1957. Dr. Dwight 


H. Murray, Napa, Calif., Pres.; Dr. George F. Lull, 535 North Dear- 
born, Chicago 10, Secy. 


Current Meetings 


MAY 


American Association for Thoracic Surgery, Chicago, May 4-7, 1957. 
Dr. Cameron Haight, Ann Arbor, Mich., Pres.; Dr. Hiram T. 
Langston, 600 S. Kingshighway, St. Louis 10, Mo., Secy. 

American Association of Genito-Urinary Surgeons, Hot Springs, Va., 
May 1-3, 1957. Dr. Archie L. Dean, New York, Pres.; Dr. John 
A. Taylor, 2 E. 54th St., New York 22, Secy. 

American College of Chest Physicians, New York, May 29-June 2, 
1957. Dr. Herman J. Moersch, Rochester, Minn., Pres.; Mr. 
Murray Kornfeld, 112 E. Chestnut, Chicago 11, Executive Secy. 

American Gastro-Enterological Association, Colorado Springs, May 17- 
18, 1957. Dr. Sam A. Wilkinson, Jr., Boston, Pres.; Dr. H. Mar- 
vin Pollard, University Hospital, Ann Arbor, Mich., Secy. 

American Gynecological Society, Hot Springs, Va., May 27-29, 1957. 
Dr. Norman F. Miller, Ann Arbor, Mich., Pres.; Dr. A. A. Mar- 
chetti, 3800 Reservoir Rd., N.W., Washington 7, D. C., Secy. 

American Ophthalmological Society, Hot Springs, Va., May 30-June 1, 
1957. Dr. Frederick C. Cordes, San Francisco, Pres.; Dr. M. C. 
Wheeler, 30 W. 59th, New York 19, Secy. 

American Psychiatric Association, Chicago, May 13-17, 1957. Dr. 
Francis J. Braceland, Hartford 2, Conn., Pres.; Dr. William Mala- 
mud, 80 E. Concord, Boston 18, Secy. 

American Surgical Association, Chicago, May 8-10, 1957. Dr. Loyal 
Davis, Chicago, Pres.; Dr. R. Kennedy Gilchrist, 59 East Madison, 
Chicago 3, Secy. 

American Urological Association, Pittsburgh, May 6-9, 1957. Dr. 
George C. Prather, Brookline, Mass., Pres.; Dr. Samuel L. Raines, 
188 S. Bellevue Blvd., Memphis, Tenn., Secy. 

National Tuberculosis Association, Kansas City, May 5-10, 1957. Dr. 
Howard W. Bosworth, Los Angeles, Pres.; Mrs. Morrell DeReiga, 
1790 Broadway, New York 19, Secy. 

Southwest Allergy Forum, Fort Worth, May 5-7, 1957. Dr. Truman 
C. Terrell, Fort Worth, Pres.; Dr. Sim Hulsey, 701 Fifth Ave., 
Fort Worth, Secy. 

Southwestern Society of Nuclear Medicine, Houston, May 4-5, 1957. 
Dr. Henry H. Turner, Oklahoma City, Pres.; Dr. J. R. Maxfield, 
Jr., 311 Medical Arts Bldg., Dallas, Secy. 


Texas Hospital Association, Houston, May 14-16, 1957. Mr. H. M. 
Cardwell, Lufkin, Pres.; Mr. O. Ray Hurst, Executive Director, 
2208 Main, Dallas, Secy. 
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JUNE 


American Neurological Association, Atlantic City, June 17-19, 1957. 
Dr. H. Houston Merritt, New York 32, Pres.; Dr. Charles Rupp, 
133 S. 36th, Philadelphia 4, Secy. 

American Orthopedic Association, Hot Springs, Va., June 24-27. 
Dr. David M. Bosworth, New York, Pres.; Dr. Harold A. Safield, 
715 Lake St., Oak Park, Ill. 

American Pediatric Society, Carmel, Calif., June 17-19, 1957. Dr. 
Daniel C. Darrow, Mission, Kan., Pres.; Dr. A. C. McGuinness, 
1427 I St., N.W., Washington 5, D. C., Secy. 


Texas State Board of Medical Examiners, Fort Worth, June 24-26, 
1957. Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy. 


National and Regional 


American Academy of Allergy, Philadelphia, Feb. 3-5, 1958. Dr. W. 
B. Sherman, New York, Pres.; Dr. Francis C. Lowell, 65 E. Newton, 
Boston, Secy. 

American Academy of Dermatology and Syphilology, Chicago, Dec. 7- 
12, 1957. Dr. Nelson P. Anderson, 2007 Wilshire Blvd., Los Angeles 
5, Pres.; Dr. James R. Webster, 55 E. Washington, Chicago 2, Secy. 

American Academy of General Practice. Dr. Malcom E. Phelps, El 
Reno, Okla., Pres.; Mr. Mac F. Cahal, Volker Blvd. at Brookside, 
Kansas City 12, Executive Secy. 

American Academy of Obstetricians and Gynecologists, Los Angeles, 
April 21-23, 1958. Dr. R. Gordon Douglas, New York, Pres.; Dr. 
John C. Ullery, Ohio State University Hospital, Columbus, Secy. 

American Academy of Ophthalmology and Otolaryngology, Chicago, 
Oct. 13-18, 1957. Dr. Erling W. Hansen, Minneapolis, Pres.; Dr. 
W. L. Benedict, 100 First Ave. Bldg., Rochester, Minn., Secy. 

American Academy of Pediatrics, Chicago, Oct. 7-10, 1957. Dr. Edgar 
E. Martmer, Grosse Point 30, Mich., Pres.; Dr. E. H. Christopher- 
son, 1801 Hinman Ave., Evanston, Ill., Secy. 

American Association of Obstetricians and Gynecologists, Hot Springs, 
Va., Sept. 5-7, 1957. Dr. F. Bayard Carter, Durham, N. C., 
Pres.; Dr. E. Stewart Taylor, University of Colorado School of 
Medicine, 4200 E. 9th, Denver, Secy. 

American Cancer Society, New York, Oct. 30-Nov. 1, 1957. Dr. D. 
A. Wood, San Francisco, Pres.; Mr. M. R. Runyon, 521 W. 57th, 
New York, Executive Vice-Pres. 

American College of Allergists, Atlantic City, April 20-25, 1958. Dr. 
Merle Moore, Portland, Ore., Pres.; Dr. David Thomas, 1467 Har- 
per St., Augusta, Ga., Secy. 

American College of Gastroenterology, Boston, Oct. 20-23, 1957. Dr. 
Arthur A. Kirchner, Los Angeles, Pres.; Mr. Daniel Weiss, 33 West 
60th, New York 23, Executive Director. 

American College of Physicians. Mr. E. R. Loveland, 4200 Pine, 
Philadelphia 4, Secy. 

American College of Radiology, Chicago, Feb. 5-8, 1958. Dr. Ira H. 
Lockwood, Kansas City, Pres.; Mr. W. C. Stronach, 20 N. Wacker 
Dr., Chicago 6, Executive Director. 

American College of Surgeons, Atlantic City, Oct. 14-18, 1957. Dr. 
Daniel C. Elkin, Lancaster, Ky., Pres.; Dr. Michael L. Mason, 40 E. 
Erie, Chicago 11, Secy. 

American Congress of Physical Medicine and Rehabilitation, Los An- 
geles, Sept. 8-13, 1957. Dr. A. B. C. Knudson, Washington, D. C., 
Pres.; Dr. Frances Baker, 1 Tilton Ave., San Mateo, Calif., Secy. 

American Congress on Maternal Care, Chicago, July 8-12, 1957. Dr. 
F. Bayard Carter and Dr. Samuel B. Kirkwood, 116 S. Michigan 
Ave., Chicago 3, Co-Chm. 

American Dermatological Association. Dr. J. Lamar Callaway, Duke 
Hospital, Durham, N. C., Secy. 

American Heart Association, Chicago, Oct. 25-29, 1957. Dr. Edgar 
V. Allen, Rochester, Minn., Pres.; Mr. John D. Brundage, 44 E. 
23rd, New York 10, Secy. 

American Hospital Association, Atlantic City, Sept. 30-Oct. 4, 1957. 
Dr. Albert W. Snoke, New Haven, Conn., Pres.; Dr. Edwin L. 
Crosby, 18 E. Division, Chicago, Executive Director. 

American Laryngological, Rhinological, and Otological Society, San 
Francisco, Calif., 1958. No 1957 meeting. Dr. Percy E. Ireland, 
Toronto, Ont., Canada, Pres.; Dr. C. S. Nash, 277 Alexander, 
Rochester 7, N. Y., Secy. 

American Proctologic Society. Dr. Karl Zimmerman, 3500 Fifth Ave., 
Pittsburgh 13, Secy. 

American Public Health Association, Cleveland, Nov. 11-15, 1957. Dr. 
John W. Knutson, Washington, D. C., Pres.; Dr. R. M. Atwater, 
1790 Broadway, New York 19, Executive Secy. 

American Society of Anesthesiologists, Los Angeles, Oct. 14-19, 1957. 
Dr. Irving M. Pallin, Brooklyn, Pres.; Dr. J. E. Remlinger, Jr., 
188 W. Randolph, Chicago 1, Secy. 

American Society of Clinical Pathologists, New Orleans, Sept. 29-Oct. 
4, 1957. Dr. J. L. Goforth, Dallas, Pres.; Dr. Clyde G. Culbert- 
son, 1040-1232 W. Michigan, Indianapolis 7, Secy. 

Association of American Physicians and Surgeons, Delegates and As- 
sembly. Mr. Harry E. Northam, 185 N. Wabash Ave., Chicago 1, 
Executive Secy. 
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International College of Surgeons, U. S. Chapter, Chicago, Sept. 9-12, 
1957. Dr. Curtice Rosser, Dallas, Pres.; Dr. Karl Meyer, 1516 
Lake Shore Dr., Chicago, Secy. 

Radiological Society of North America, Chicago, Nov. 17-22, 1957. 
Dr. C. Edgar Virden, Kansas City, Pres.; Dr. Donald S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Medical Association, Miami Beach, Nov. 11-14, 1957. Dr. 
J. P. Culpepper, Jr., Hattiesburg, Miss., Pres.; Mr. V. O. Foster, 
1020 Empire Bldg., Birmingham 3, Secy. 

Southern Psychiatric Association, Nassau, Oct. 6-8, 1957. William H. 
McCullagh, Jacksonville, Fla., Pres.; Dr. Joseph L. Knapp, 210 N. 
Westmoreland, Dallas, Secy. 

Southern Surgical Association, White Sulphur Springs, West Va., Dec. 
10-12, 1957. Dr. Floyd W. McRae, Atlanta, Pres.; Dr. George 
G. Finney, 2947 St. Paul, Baltimore, Secy. 

Southwest Regional Cancer Conference, Fort Worth, Sept. 20-21, 1957. 
Dr. O. L. Morphis, 815 Medical Arts Building, Fort Worth, Chm. 

Southwestern Medical Association, El Paso, Oct. 9-11, 1957. Dr. Celso 
Stapp, El Paso, Pres.; Dr. Russell L. Deter, 1501 Arizona St., El 
Paso, Secy. 

Southwestern Surgical Congress. Dr. C. M. O'Leary, 207 Plaza Court 
Bldg., Oklahoma City, Secy. 

Tri-State Medical Assembly, Shreveport, Sept. 12-13, 1957. Dr. H. O. 
Padgett, Marshall, Pres.; Dr. Jason Sanders, Sanders Clinic, Kings 
Highway, Shreveport, La., Secy. 


State 


Private Clinics and Hospitals Association of Texas. Dr. J. P. Ander- 
son, Brady, Pres.; Mr. C. H. Rugeley, Wharton, Secy. 

Texas Academy of General Practice, Dallas, Sept. 22-25, 1957. Dr. 
George V. Launey, Jr., Dallas, Pres.; Mr. Donald C. Jackson, 1905 
N. Lamar, Austin, Executive Secy. 

Texas Academy of Internal Medicine, Houston, December, 1957. Dr. 
Jay C. Crager, Beaumont, Pres.; Dr. Hugo T. Engelhardt, 1216 Main, 
Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Houston, April, 1958. Dr. W. D. Marrs, 
Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, Waco, Secy. 

Texas Association of Blood Banks. Dr. C. D. Fitzwilliam, Fort Worth, 
Pres.; Miss Marjorie Saunders, 3707 Gaston Ave., Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, Galveston, Feb- 
ruary, 1958. Dr. Arthur M. Faris, Houston, Pres.; Dr. Oran V. 
Prejean, 4317 Oak Lawn, Dallas, Secy. 

Texas Chapter, American Association of Public Health Physicians. Dr. 
6d G. Reed, Victoria, Pres.; Dr. A. R. Doane, 410 E. Sth, Austin, 

cy. 

Texas Chapter, American College of Chest Physicians. Dr. John A. 
Wiggins, Fort Worth, Pres.; Dr. H. M. Anderson, 224 E. Harris, 
San Angelo, Secy. 

Texas Club of Internists. Dr. Charles M. Darnall, Austin, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society. Dr. Thomas L. Shields, Fort Worth, 
Pres.; Dr. E. N. Walsh, 1310 Medical Arts Bldg., Fort Worth, Secy. 

Texas Diabetes Association. Dr. H. T. Engelhardt, Houston, Pres. 

Texas Division, American Cancer Society, Austin, Dec. 5-6, 1957. Dr. 
Porter Brown, Fort Worth, Pres.; Mr. Curt W. Reimann, 5014 Bull 
Creek Rd., Austin 3, Executive Director. 

Texas Geriatrics Society, Houston, April, 1958. Dr. Martin S. Buehler, 
Dallas, Pres.; Dr. J. A. Armstrong, 3810 Swiss Ave., Dallas, Secy. 

Texas Heart Association. Dr. James A. Greene, Houston, Pres.; Mr. 
Edgar M. Brown, 404 Jesse H. Jones Library Bldg., Texas Medical 
Center, Houston 25, Executive Director. 

Texas Industrial Medical Association. Dr. Robert J. Potts, Houston, 
Pres.; Dr. Robert A. Wise, Box 2180, Houston, Secy. 

Texas Neuropsychiatric Association, Dallas, Oct. 18-19, 1957 (with 
Central Neuropsychiatric Association). Dr. Bruce H. Beard, Fort 
Worth, Pres.; Dr. Clarence S. Hoekstra, 8215 Westchester Drive, 
Dallas, Secy. 

Texas Ophthalmological Association. Dr. Thomas J. Vanzant, Houston, 
Pres.; Dr. Louis Daily, Medical Arts Bldg., Dallas, Secy. 

Texas Orthopedic Association. Dr. Margaret Watkins, Dallas, Pres.; 
Dr. B. C. Halley, Jr., 524 Doctors Building, Dallas, Secy. 

Texas Pediatric Society, Austin, Oct. 17-19, 1957. Dr. E. M. Wier, 
Fort Worth, Pres.; Dr. James N. Walker, 5216 W. Freeway, Fort 
Worth, Secy. 

Texas Proctologic Society, Fort Worth, February, 1958. Dr. Hugh Bea- 
ton, Fort Worth, Pres.; Dr. C. P. Hardwicke, 920 E. 32nd, Austin, 


Secy. 

Texas Public Health Association, Dallas, Feb. 23-26, 1958. Mr. J. N. 
Murphy, Jr., Austin, Pres.; Mr. H. E. Drumwright, City Health De- 
partment, Dallas, Executive Secy. 

Texas Radiological Society, San Antonio, Jan. 24-25, 1958. Dr. 
J. R. Riley, Corpus Christi, Pres.; Dr. J. E. Miller, 6407 Forest 
Lane, Dallas 30, Secy. 

Texas Rheumatism Association, Houston, Dec. 6, 1957. Dr. Jesse W. 
Hofer, Houston, Pres.; Dr. Warren W. Moorman, 901 W. Leuda, 
Fort Worth, Secy. 
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Texas Society for Mental Health. Dr. Virginia Love, Houston, Pres.; 
Mr. John Lane, 2510 San Antonio, Austin, Executive Director. 

Texas Society of Anesthesiologists. Dr. J. D. McCulley, Houston, Pres.; 
Dr. Randle J. Brady, 3317 Binz, Houston, Secy. 

Texas Society of Gastroenterologists and Proctologists. Dr. Tate Miller, 
Dallas, Pres.; Dr. O. P. Griffin, 1101 Medical Arts Bldg., Fort 
Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Austin, Dec. 6-7, 
1957. Dr. Owen R. O'Neill, Paris, Pres. 

Texas Society of Pathologists. Dr. Lloyd Hershberger, San Angelo, 
Pres.; Dr. Mervin H. Grossman, 3121 Bryan, Dallas, Secy. 

Texas Society of Plastic Surgeons. Dr. Truman G. Blocker, Galveston, 
Pres.; Dr. Steve R. Lewis, University of Texas Medical Branch, Gal- 
veston, Secy. 

Texas Surgical Society. Dr. Truman G. Blocker, Galveston, Pres.; Dr. 
G. V. Brindley, Jr., Scott and White Clinic, Temple, Secy. 

Texas Traumatic Surgical Society. Dr. Russell Holt, El Paso, Pres.; 
Dr. W. E. Crump, 1300 Eighth, Wichita Falls, Secy. 

Texas Tuberculosis Association. Dr. Howard T. Barkley, Houston, 
Pres.; Miss Pansy Nichols, 2406 Manor Road, Austin, Executive 
Director. 

Texas Urological Society. Dr. Jack Crow, Abilene, Pres.; Dr. Ian 
Thompson, John Sealy Hospital, Galveston, Secy. 

United States-Mexico Border Public Health Association. Dr. Guillermo 
Soberanes, Hermosillo, Sonora, Mexico, Pres.; Dr. Sidney B. Clark, 
243 U. S. Court House, El Paso, Secy. 


District 


First District Society, February, 1958. Dr. W. A. Jones, El Paso, 
Pres.; Dr. E. S. Crossett, 309 Medical Arts Bldg., El Paso, Secy. 
Second District Society. Dr. J. Vernon McKay, Lamesa, Pres.; Dr. 

Noble L. Rhumbo, Box D, O’Donnell, Secy. 

Third District Society, Amarillo, Spring, 1958. Dr. William Klingen- 
smith, Amarillo, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, Am- 
arillo, Secy. 

Fourth District Society. Dr. Joe B. Stephens, Bangs, Pres.; Dr. S. H. 
Martin, 115 S. Park, San Angelo, Secy. 

Fifth and Sixth Districts Society, Corpus Christi, July 5-6, 1957. Dr. 
James C. Sharp, Corpus Christi, Pres.; Dr. Winston E. Riley, 2400 
Morgan, Corpus Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13, Austin, Secy. 

Eighth District Society. Dr. E. Peter Garber, Galveston, Pres.; Dr. 
John Childers, Univ. of Texas Medical Branch, Galveston, Secy. 
Ninth District Society, Conroe, Spring, 1958. Dr. Eugene M. Addi- 
son, Huntsville, Pres.; Dr. James H. Sammons, Highlands, Secy. 
Tenth District Society, Port Arthur, Fall, 1957. Dr. Charles W. Castle, 
Liberty, Pres.; Dr. Richard O. Clements, 715 Main, Liberty, Secy. 
Eleventh District Society. Dr. M. T. Braswell, Henderson, Pres.; Dr. 

Hugh F. Rives, Jacksonville, Secy. 

Twelfth District Society, July 9, 1957. Dr. George C. Bryant, Waco, 
Pres.; Dr. J. T. Archer, Jr., Meridian, Secy. 

Thirteenth District Society, Abilene, 1958. Dr. Roy Wilson, Seymour, 
Pres.; Dr. R. D. Moreton, 1217 W. Cannon, Fort Worth, Secy. 
Fifteenth District Society. Dr. L. E. Rutledge, Daingerfield, Pres.; 

Dr. O. R. Taylor, Jr., Linden, Secy. 


Clinics 


Blackford Memorial Cancer Lectures, Denison, Nov. 5, 1957. Dr. John 
D. Gleckler, 211 N. Fannin, Denison, Chm. 

Dallas Southern Clinical Society, Dallas, March 24-27, 1958. Dr. C. 
D. Bussey, Dallas, Pres.; Miss Helga Boyd, Medical Arts Bldg., 
Dallas 1, Executive Secy. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 27-29, 1958. Dr. John C. Parsons, 1125 Nix Professional 
Bldg., San Antonio, Secy. 

New Orleans Graduate Medical Assembly. Dr. Eugene H. Countiss, 
New Orleans, Pres.; Dr. Maurice E. St. Martin, 626 Maison Blanche 
Bldg., New Orleans 16, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 


Falls, Oct. 19, 1957. Dr. Kenneth C. Bebb, 1518 10th, Wichita 
Falls, Chm. 


Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 28- 
30, 1957. Dr. Herman Fagin, Oklahoma City, Pres.; Miss Alma F. 
O'Donnell, 503 Medical Arts Bldg., Oklahoma City 2, Executive 
Secy. 

Postgraduate Medical Assembly of South Texas, Houston, July 15-17, 
1957. Dr. C. Forrest Jorns, 412 Jesse H. Jones Library, Houston 
25, Secy: 

State Tumor Conference, Wichita Falls. Dr. Edwin C. Bebb, 500 
Broad St., Wichita Falls, Director. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences. Henry B. Hardt, 
Ph.D., Fort Worth, Pres.; Mrs. Pearl A. Barrera, 407 Perry-Brooks 
Bldg., Austin, Chief Clerk. 
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MEDICAL MEETINGS 


World Medical Association Sets 
‘Conventions, Record Repository 


Members of the United States Committee of the World 
Medical Association will hold their second annual meeting 
at 3 p. m. Tuesday, June 4, at the Waldorf Astoria Hotel 
in New York — during the American Medical Association 
convention scheduled for June 1-6. The traditional Pepsi- 
Cola Company reception for members will follow that 
meeting, and open house for members will be held in the 
WMA office in the Coliseum Towers during the entire 
AMA convention. 

The tenth general assembly of WMA approved establish- 
ment of a Central Repository for Medical Records, which 
will be started in the near future. Because of the tragic 
losses of educational records and official credentials of phy- 
sicians resulting from wars and natural disasters in the past, 
other international organizations have pledged their support 
and cooperation to WMA in developing the plan. 

A privilege of membership in the U. S. Committee of 
WMaA is the opportunity to attend its general assembly in 
Istanbul, Turkey, September 29-October 5 as an official ob- 
server. Further information is available from Dr. Louis H. 
Bauer, Secretary-Treasurer, World Medical Association, 10 
Columbus Circle, New York 19. 


School Health Meeting Draws 125 


Several Texas doctors participated in a meeting on health 
education sponsored in Uvalde March 18 by the Southwest 
Schoolman’s Association. The session, attended by mem- 
bers of the medical, dental, nursing, and teaching profes- 
sions, attracted some 125 persons. 

Dr. B. Oliver Lewis, director of the Southwest Texas 
Health Unit, discussed the importance of school health pro- 
grams and introduced a panel of specialists. 

Others participating were Dr. J. J. Johns, Taylor; Dr. C. 
F. Moore, Jr., director of maternal and child health at the 
State Department of Health, Austin; Dr. and Mrs. George 
M. Allison, Uvalde; and Mrs. Dean Little, Texas Medical 
Association staff member from Austin. 


Tuberculosis Association Convenes 


The Texas Tuberculosis Association held its annual meet- 
ing April 4-6 in Fort Worth, with the Fort Worth-Tarrant 
County Tuberculosis Society as host group. 

Dr. Katherine H. K. Hsu, pediatrician at the Housten 
Children’s Tuberculosis Clinic and member of the statf of 
Baylor University College of Medicine, was awarded the 
association’s $3,000 research grant for the coming year, and 
announcement was made of the Dallas Tuberculosis Associa- 
tion’s approval of a $7,079 grant to the University of Texas 
Southwestern Medical School for the purchase of viscosime- 
ter and the continuation of the work on “Chemical Stimula- 
tion of Local and Systemic Eosinophilia and Chromogenic 
Mycobacterial Infections in Children” by Dr. John S. Chap- 
man and L. Ruth Guy, Ph.D. 


Dr. Hsu, a native of Peking, China, is doing medical de- 
tective work in that every child brought into the Houston 
clinic is considered a direct clue to at least one other tuber- 
culous person. Dr. Hsu follows up on contacts of the child 
—family and friends—not only at the time the child is ad- 
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mitted to the clinic, but, subsequently, to watch for later- 
developing cases. She. follows this up with a program of 
family education. The percentage of cases of tuberculosis 
found by the method Dr. Hsu is using is considerably high- 


er than the percentage found in general roentgenographic 
surveys. 


Officers elected at the annual meeting included Dr. How- 
ard T. Barkley, Houston, president; Dr. John W. Middle- 
ton, Galveston, president-elect; Dr. John A. Wiggins, Fort 
Worth, first vice-president; Mrs. A. B. Rivers, second vice- 
president; Mrs. C. A. Jowell, Abilene, secretary; Dr. Z. T. 
Scott, Austin, treasurer; and Dr. Robert B. Morrison, Austin, 
assistant treasurer. Dr. Robert J. Hanks, Waco, is a mem- 
ber of the executive committee. 


The program included the following: 

The Tuberculin Test as an Approach to the New Era—Dr. Katharine 
H. K. Hsu, Houston. 

Important Problems That Confront Us in Tuberculosis Control—Dr. 
J. Arthur Myers, Minneapolis. 

The Role of the Health Department in Tuberculosis Control in Texas 
—Dr. Howard E. Smith, Austin. 

Panel: Pulmonary Emphysema—Dr. William F. Miller, Dallas, mod- 
erator; Dr. James K. Alexander, Houston, and Dr. Hollis S. Boren, 
Houston. 

Clinical Application of Intermittent Positive Pressure Breathing in the 
Treatment of Pulmonary Diseases—Dr. Ivan E. Cushing, Dallas. 
Modifications of Conventional Spirometers Used for Ventilatory Meas- 

urements—Dr. Hollis S$. Boren, Houston. 

X-Ray Clinic—Dr. J. E. Miller, Dallas. 

The Emotional Aspects of Tuberculosis—Dr. James K. Peden, Dallas. 

Methods of Family Education in a Tuberculosis Control Program— 
Miss Lena Pecover, R. N., Houston. 

An Impartial View of Tuberculosis Control in Texas—Dr. Julius Lane 
Wilson, New York. 

Evaluation of Total Therapy and Relapse in Advanced Pulmonary Tu- 
berculosis—Dr. P. O. Jones, Houston. 

Pneumonitis Due to Chromogenic Acid Fast Bacilli—-Mycobacteri- 
osis—Dr. Irving Chofnas, Houston. 

Diagnosis and Antimicrobial Therapy of Primary Tuberculosis—Dr. 
Katharine H. K. Hsu, Houston. 

Importance of Specific Findings in Diagnosis of Diseases of the Chest 
—Dr. J. Arthur Myers, Minneapolis. 

New Techniques Employing Hela Cell Culcures in Cultivation of Tu- 
bercle Bacilli—Dr. Charles C. Shepard, Montgomery. 

Survival Rates Following Resection from Bronchogenic Carcinoma— 
Dr. Donald L. Paulson, Dallas. 

Hiatus Hernia: An Abdominal Approach to a Problem of the Chest 
—Dr. E. Stanley Crawford, Houston. 

Report from the Veterans Administration Army-Navy Conference on 
Chemotherapy of Tuberculosis—Dr. John W. Middleton, Galveston. 


EDUCATION 





POSTGRADUATE COURSES 







The Ivan H. Mattson, I. Memorial Tuberculosis Seminar, 
Dallas, May 20-21. Sponsored by the University of Texas 
Southwestern Medical School in association with the Dallas 
Tuberculosis Association, this course will be given at the 
medical school. Fourteen hours of formal credit will be 
given to members of the Academy of General Practice who 
attend. Speakers will include Texas Drs. Elliott Menden- 
hall, H. Frank Carman, Lynn Christianson, D. O. Shields, 
John W. Stack, J. O. Armstrong, William B. Tucker, Harold 
Freed, Henry M. Winans, Sr., Donald L. Paulson, Robert S. 
Meador, John S. Chapman, John G. Young, Jack E. Lanier, 
Eldon K. Siebel, J. O. S. Holt, Jr., J. E. Miller, and Robert 
R. Shaw, and Dr. William B. Tucker, director of tubercu- 
losis service, Veterans Administration Central Office, Wash- 
ington, D. C. Registration fee is $5. Further details are 
available from the Executive Director, Dallas Tuberculosis 
Association, 3925 Maple Avenue, Dallas 19. 


Sixth Annual Symposium for General Practitioners on Tu- 
berculosis and Other Chronic Pulmonary Diseases, Saranac 
Lake, N. Y., July 8-12. Approved for 26 hours of formal 
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credit to members of the American Academy of General 
Practice, this five day course will be held in the various 
sanatoriums, hospitals, and laboratories in the Saranac Lake 
area. Free bus transportation will be provided to various 
meeting places for doctors, so accompanying vacationing 
families will have use of family cars. Registration fee is 
$40. Further information and copies of the program may 
be obtained from Dr. Henry W. Leetch, general chairman, 
Symposium for General Practitioners, P. O. Box 11, Saranac 
Lake, N. Y. 


University of Texas Medical Branch 


Several gifts have been received recently by the University 
of Texas Medical Branch, Galveston. Among these are 
$64,000 from the National Fund for Medical Education and 
the American Medical Education Foundation and $50,000 
from the Babe Zaharias Foundation for purchase of a cobalt 
therapy machine. The latter will be housed in a special 
building to be donated by the Sealy-Smith Foundation at a 
cost of approximately $150,000. 

Recent guests at the Galveston college include Dr. An- 
drew Ranier, pathologist at St. Patrick’s Hospital, Lake 
Charles, La.; Dr. Roger Reid; head of the microbiology di- 
vision, Office of Naval Research, Department of Navy; Dr. 
George Gey, Johns Hopkins University; Dr. Alfred Sabin, 
Children’s Research Foundation, Cincinnati; Dr. Joseph 
Beard, Duke University; Dr. Ernest Goodpasture, Armed 
Forces Institute of Pathology, Washington, D. C.; and Dr. 


Lewis G. Herrmann, Department of Surgery, Cincinnati 
General Hospital. 


Southwestern Medical Foundation 
To Benefit from Estates 


Southwestern Medical Foundation was recently named 
beneficiary of two estates in Dallas. The Fred and Louise 
McClurkin bequest, valued in excess of $100,000 in stocks 
and cash from the estate of Louise McClurkin, will be used 
in Dallas for the prevention and cure of poliomyelitis and 
diseases of the heart. Under the terms of the will of Mrs. 
Edith Eulalie Sewell Lee, her estate of $250,000 will go to 
the foundation after the death of the last of four relatives, 


who will receive the income from the estate during their 
lifetimes. 





Medical Assistants Course Offered 


San Antonio College has agreed to offer a two year course 
for medical assistants provided that the medical profession 
will back the plan and encourage sufficient enrollment to 
make the program worth while. The executive board of 
Bexar County Medical Society has endorsed the course of 
study. The program was worked out with cooperation of 
the Texas Commission on Patient Care and the Texas Med- 
ical Association and will.serve as a pilot project which can 
be adapted for use elsewhere in the state if it works out 
satisfactorily. 

The development in San Antonio occurred simultaneously 
with release by the American Medical Association of the 
results of a study conducted last year to determine the ideal 
knowledges, skills, and personal qualities of medical secre- 
taries. A mail questionnaire with answers supplied by ap- 
proximately 500 topnotch medical secretaries and personal 
interviews with physicians and business educators formed 
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the basis of the study by Harold Mickelson, Northeast Mis- 
souri State Teachers College, in cooperation with the AMA. 

Physicians are not making maximum use of their exten- 
sive training when they unnecessarily perform semitechnical 
medical and business activities that can be properly dele- 
gated to competent office personnel, Mr. Michelson con- 
cluded. The consensus was that it is penny wise and pound 
foolish to employ incompetent aides. 


On the basis of the survey it has been suggested that 
medical associations and medical assistants groups can help 
provide a greater force of better trained aides by (1) en- 
couraging schools to offer medical secretarial training, (2) 
organizing refresher courses in medical office administration 
for the employed medical assistant, (4) persuading cur- 
rently employed medical secretaries to increase their effec- 
tiveness through additional training, and (5) pointing out 
to physicians the importance of employing well qualified 
medical assistants and remunerating them adequately. 


Institute of Religion: First Birthday 


The Institute of Religion, headquartered in the Texas 
Medical Center at Houston, observed its first anniversary 
early in May. 

A pioneering adventure in the field of health, the Insti- 
tute seeks to develop a teamwork approach to the problems 
in this field through cooperation of all those who minister 
to the patient, thereby fulfilling the aim of the Texas Med- 
ical Center: to serve the needs of the whole person. 

Two events marked the anniversary. The first was the 
annual meeting and dinner of the board of trustees, at which 
plans were projected for enlargement of the services of the 
Institute, and the second was a May 9 convocation in the 
Jesse H. Jones Library Building. 

At the latter event, recognition was given to ministerial 
students who had completed a clinical year of training in 
the Institute as well as an internship in Methodist, Her- 
mann, or Memorial Hospital; to medical students who had 
attended classes in ‘Religion and Medicine” at Baylor Uni- 
versity College of Medicine; and to nurses and nursing stu- 
dents who attended classes in “Religion and Health” in the 
nursing schools. 

Dawson C. Bryan, D.D., is director of the Institute of 
Religion, which was set up after study by the Council of Ad- 
ministrators of the Texas Medical Center and the Council 
of Churches of Greater Houston. It is a laboratory exten- 
sion program in academic learning and practical clinical 
experience for five theological seminaries of Texas: Aus- 
tin Presbyterian Theological Seminary, Austin; Brite Col- 
lege of the Bible, Texas Christian University, Fort Worth; 
Episcopal Theological Seminary of the Southwest, Austin; 
Perkins School of Theology, Southern Methodist University, 
Dallas; and Southwestern Baptist Theological Seminary, 
Fort Worth. 

The Institute conducts the following training programs: 

1. A one-year residency course in pastoral care, with 
clinical training for ministers beyond the bachelor of di- 
vinity degree. Credit is earned on master’s and doctor's 
degrees. Ministers are trained for hospital chaplaincy, to 
teach in theological schools, and for better pastoral ministry. 

2. A three-month course in clinical pastoral care of the 
sick and afflicted in hospital situations for pasi. cs and stu- 
dents from theological schools. 

3. Workshops in pastoral care to help community pastors 
become more effective in ministering to their parishioners, 
and to learn to work cooperatively with doctors on the 
healing team. 

4. An elective course for medical students of Baylor Uni- 
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versity College of Medicine in religion and health, and to 
familiarize them with the role of the pastor on the healing 
team. (This is probably the first religion-medicine course 
taught at any medical school in America.) 

5. Classes for nursing students concerning the place of 
religion and the minister in service to the sick. 

6. Seminars, workshops, and training courses elsewhere 
in Texas to help ministers, doctors, and nurses work to- 
gether. 

Research projects will be established in many areas, such 
as, “the minister's help to crippled and handicapped chil- 
dren and their families,” “religious resources in the care of 
the aged,” and “the minister and doctor in a teamwork ap- 
proach to the mentally ill.” 


OF GENERAL INTEREST 
Muscular Dystrophy Studies Grow 


The National Muscular Dystrophy Research Foundation, 
headquartered in Liberty, has made grants for (1) a second- 
year renewal of the project of Dr. Harold L. Dobson, assist- 
ant professor of medicine, Baylor University College of 
Medicine, Houston; (2) the first year’s work by Walter B. 
Geiger, Ph.D., a senior research associate of the Southwest 
Foundation for Research and Education, San Antonio, on his 
study, “Enzymological Transformations of Creatine in Mus- 
cle’; and (3) the project of Roy B. Mefferd, Jr., Ph.D., 
“Excretion Patterns of Families with Muscular Dystrophic or 
Spinal Muscular Atrophic Members” at the University of 
Texas Biochemical Institute in Austin, made possible from a 
donation by the Muscular Dystrophy chapter of San Antonio. 

Earlier this year, the South’s first Muscular Dystrophy 
Clinic went into action at the University of Texas Medical 
Branch in Galveston as part of a quarter million dollar re- 
search project sponsored jointly by the school and the 
National Muscular Dystrophy Research Foundation, Inc. 

Two youngsters, aged 9 and 18, muscular dystrophy vic- 
tims, were the first patients accepted for study in the pro- 
gram. They were studied first in pediatric and medical 
clinics to detect any complicating diseases, then entered the 
Medical Branch Clinic. 

While the Medical Branch will take only two muscular 
dystrophy patients a week for intensive study at first, more 
will be admitted later. Letters sent to patients, requesting 
participation in the program, have emphasized that the in- 
vitation does not mean that the Medical Branch has a cure, 
nor even an exciting lead. Research workers are first trying 
to detect its cause or causes. 

Names of victims are being obtained from the dystrophy 
research foundation, which has comprehensive files with 
basic information on thousands throughout the world who 
have the disease. These files have already proved valuable 
in that information from patients can be correlated, but 
more is still needed. Making a special trip to Liberty to 
select patients’ names and data for the study project were 
Dr. M. Mason Guest, chairman of the inter-departmental 
advisory committee, and Dr. Arnold H. Nevis, muscular 
dystrophy research coordinator. 

A new approach in this study is the coordination of nine 
departments of the Medical Branch through the advisory 
committee, and it is believed that this integrated approach 
will break down barriers to facts which may possibly indi- 
cate a cure. 


The ever greater use to which files of the Liberty founda- 
tion are being put has prompted the Woods sisters, its 
founders, to issue once more a public plea for registration 
of victims with them. 
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Umpires Praise 


Operation 
Rebound 


Official umpire reports supplied by a team of medical 
officers from Brooke Army Hospital and comments from 
the more than 180 invited guests indicate that except for 
minor deficiencies, such as break-down of communications 
from interference by amateur radio operators over the coun- 
try, Operation Rebound was an extremely valuable exercise. 
This was the field trial to investigate the practicability of 
the 200-bed Federal Civil Defense Administration hospital 
unit, now stockpiled in strategic areas over the country, 
sponsored March 29 by the Brazoria and Galveston County 
Medical Societies together with their respective county civil 
defense organizations and the MEND (Medical Education 
for National Defense) programs of Baylor University Col- 
lege of Medicine and the University of Texas Medical 
Branch. 


The project was intended to test the ability of communi- 
ties in the Gulf Coast region south of Houston to provide 
medical support in the event of a disaster which would crip- 
ple hospital and medical facilities in the urban area itself. 

One hospital unit, assigned by the Federal Civil Defense 
Administration to the University of Texas Medical Branch, 
was set up at Arcadia in tents and a quonset hut with an 
advanced aid station on Highway 6 at Arcola. The other 
unit, assigned to Baylor, was quartered in West Columbia 
in the Consolidated Elementary School built in 1952 and 
winner of national and international prizes for its architect. 
The Arcadia unit was manned by doctors, nurses, and lay 
personnel from Galveston County under the leadership of 
Dr. Clarence Quinn of Texas City, and the West Columbia 
unit was staffed from Brazoria County (including 22 of the 
30 doctors in the county), with a few volunteers from the 
Medical Branch in Galveston, under the direction of Dr. 
W. D. Nicholson of Freeport. A total of 2,000 persons, 
including 800 medical students, participated in the exercise, 
which began at 4 p. m. and continued until about 3 a. m. 
on March 30. 
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Dr. Clarence Quinn, commander of Galveston County 
unit; Dr. E. F. Jones, president of Galveston County Med- 
ical Society; Miss Billye Brown, chief of nursing for ex- 
ercise; and Dr. John B. Truslow, executive director, Uni- 
versity of Texas Medical Branch (left to right) in front 
of van constructed to transport hospital equipment. 





























350 


Considerable realism was added to the exercise by the 
use of ambulances with screaming sirens and students as 
simulated casualties, who had been briefed on portrayal. of 
their injuries and had professional make-up applied accord- 
ing to methods imported from Great Britain by General 
William Shambora, commanding officer of Brooke Army 





Dr. W. C. Levin, University of Texas Medical Branch, 
director of blood bank, Alvin; Dr. Frank Berry, Assistant 
Secretary of Defense; Dr. T. G. Blocker, Jr., commander 
of Operation Rebound; Dr. Harold C. Lueth, member, 
Council on National Defense, American Medical Associa- 
tion; Dr. Stanley Olson, dean, Baylor University College 
of Medicine; and Frank Barton, secretary, Council on 
National Defense, American Medical Association (left to 
right). 





Unloading of cots and supply boxes for Arcadia unit 
by team of medical students. 


Federal Civil Defense Emergency Hospital Unit gen- 
erator (15 KW) which furnished power for operation of 


Arcadia unit hospital quartered in quonset hut and three 
tents. 
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Hospital. Students were also given 20 cc. vials of out-dated 
blood from the blood bank to pour on themselves at the 
last minute before being admitted to advanced aid stations 
as patients. 

It was evident that if the exercise could have been run 
through once or twice ahead of time the aim to “do the 
greatest good for the greatest number’ would have been 
accomplished by all concerned, officials of Operation Re- 
bound report. Many physicians were not familiar with either 


Advanced aid station, Algoa. Dr. S. R. Snodgrass, 
University of Texas Medical Branch professor of neuro- 
surgery, in charge of shift in triage and first aid. 


Busy activity on ward, University of Texas Medical 
Branch, Arcadia unit. Note chaplain in right back- 
ground. 


Continuous canteen service provided by the Red Cross. 
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the term or the technique of triage so that burn patients 
and others were not always sorted according to priority for 
treatment. Also, the need for further training of both med- 
ical students and practitioners in first aid was amply demon- 
strated, particularly with regard to application of splints 
and handling of litter patients. One medical student almost 
became a real casualty when the stretcher on which he was 
lying, supposedly in shock from burns and a severe back 
injury, was dumped on the ground underneath the exhaust 
pipe of an ambulance left with the engine running. When 
asked why he didn’t call out, he answered seriously, “I 
couldn’t; I was supposed to be unconscious.” 

Miss Billye Brown, associate professor at the University 
of Texas School of Nursing, served as chief nurse for Op- 
eration Rebound, and the nursing services of both hospitals 
were remarkably efficient, reports indicate. 

Almost every visitor commented on the enthusiasm of 
the volunteer workers and their eagerness to be of service. 
As noted by one observer, “There exists a community spirit 
which if properly directed would be most effective in the 
handling of mass casualties resulting from a disaster of 
great magnitude.” 

Prior to Operation Rebound the FCDA hospital had 
never been set up in a short enough time to make it useful 
in a real emergency. With a new system of functional pack- 
ing and color-coding of boxes of equipment and supplies, 
both hospital units were set up and ready to receive patients 
within an hour’s time (it was a sore point with the Texas 
group that the Houston papers reported erroneously that 
Baylor beat Texas). Detailed notes were kept on deficiencies 
of equipment in the units for revision of FCDA units in 
other areas. Meanwhile Dr. John B. Truslow, executive di- 
rector of the University of Texas Medical Branch, has an- 
nounced that the Texas unit is available for loan to other 
communities. Thirty-two additional units stockpiled at Camp 
Swift near Bastrop also may be assigned to Civil Defense 
organizations on request to the Federal Civil Defense Head- 
quarters in Battle Creek, Mich. 

The facilities of the hospital units were not taxed to 
capacity, physicians manning them declare. Each could have 
handled 500 patients in a six-hour period with a much 
smaller personnel. The suitability of modern one-story 
schools for use as emergency hospitals was well demon- 
strated at West Columbia, and it has been suggested by 
Dr. Frank Berry, Assistant Secretary of Defense, who at- 
tended the exercise, that the possibility of using modern 
motels also be considered for similar use. 


Ironically enough, if Houston actually had been the target 
of a 20 megaton bomb, as postulated in the hypothetical 
problem, both hospital units would have been wiped out 
by lethal radiation. Although preliminary calculations had 
been made to the effect that communities 26 miles from 
the city would be free of upwind fall-out, about midnight 
on March 29 winds shifted, and both installations were 
within the critical area. It is recommended, therefore, that 
future exercises allow for sufficient distance from large cities 
for maximum safety of emergency hospital units. 


Dr. T. G. Blocker, Jr., of the University of Texas Med- 
ical Branch faculty, commander of Operation Rebound, sug- 
gests that members of the Texas Medical Association inter- 
ested in disaster planning should avail themselves of the 
“Emergency Medical Treatment” bulletin published by the 
Federal Civil Defense Administration (30 cents from the 
Superintendent of Documents, U. S. Government Printing 
Office, Washington 25, D. C.) and also a small pamphlet 
prepared by the American Psychiatric Association Commit- 
tee on Civil Defense entitled “Psychological First Aid in 
Community Disasters” (35 cents from the American Psy- 
chiatric Association, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C.). 
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Disaster Plan 
Pays Off In 


Tornado-Torn Dallas 


A few minutes before 5 p. m. on Tuesday, April 2, a 
snarling tornado attacked Dallas, ripping an 18-mile path 
across its residential areas, killing 10 persons and injuring 
hundreds of others. 

Only 10 minutes later, Operation Disaster—a minutely- 
detailed emergency service plan developed by Dallas Dis- 
aster Commission hospitals and physicians—was in effect. 
(It had been dress-rehearsed just four days before.) 

And within six hours, the staff of the county’s new Park- 
land Memorial Hospital had treated 176 injured, received 
the bodies of seven, fought in vain to save the lives of 
three other victims. Methodist Hospital had received 18 
patients. At Dallas’ two other major hospitals, Baylor and 
St. Paul, emergency staffs were ready and on a standby 
basis to take any overflow. 

By midnight, physicians could visit the emergency shel- 
ters and see disaster victims being fed, clothed, and fur- 
nished cots under direction of Col. John Mayo of the Dallas 
County Red Cross Disaster Committee. 

Local newspaper reporters covering the disaster were lav- 
ish in their praise of the plan and the medical team which 
made it workable. Wrote Judy Bonner, Dallas Times- 
Herald medical reporter: “I was impressed with the efforts 
to help the families of victims as well as the rendering of 
medical care. There were a thousand kindnesses in a com- 
bined effort to make the tragedy seem less horrifying.” 

“We do not consider the tornado to be the greatest dis- 
aster which could happen in Dallas,” adds Millard J. Heath, 
Dallas County Medical Society executive secretary, “but it 
surely was a test of our facilities.” 





Operation Joint Effort 


Responsibility of caring for the injured and maintaining 
health services for the uninjured during the Dallas catas- 
trophe fell upon many groups and individuals, as it will on 
future such occasions. 

“The evolution of medical disaster planning in Dallas has 
been very sound,” says Dr. Ozro T. Woods, vice-chairman 
and chief of the Health Division of the Dallas City-County 
Disaster and Civil Defense Commission. ‘It now has devel- 
oped into an excellent plan which should be a permanent 
part of the health services of the city.” 

Working under the leadership of General Frank Bell is 
the Rescue Service of the Disaster Commission, whose func- 
tion is to rescue the injured buried under rubble. One of 
the best Rescue Services in the nation, this outfit has leaders 
which were sent to the Federal Civil Defense Administra- 
tion school for rescue workers in Olney, Md., by Dallas 
City-County and several of the larger industries in the area; 
workers trained in a local school for volunteers; and rescue 
trucks completely equipped at their own expense by the 
industries to supplement those furnished by the city and 
county. 

Under direction of Disaster Transportation Services, all 
ambulance companies in Dallas were on the job to remove 
the injured promptly, while Health Service takes over as 
soon as the injured are made available for transportation to 
hospitals and is responsible until patients are discharged 
and turned over to the Welfare Service. 

Nursing resources of the community have been canvassed 
and organized for call to hospital emergency shelters or 
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wherever needed, under a joint effort of the Dallas County 
Chapter Red Cross Nursing Service and District IV, Grad- 
uate Nurses organization. 

All Dallas blood banks, as well, have ready emergency 
plans, the importance of their services having been demon- 
strated during the Texas City disaster several years ago. 

Meanwhile, public health services play an important part 
in the Dallas disaster schedule of the present and future. 
Doctors of the city and county health departments have 
complete plans for safeguarding water and food supplies 
and have been assigned extra doctors by the Dallas County 
Medical Society if they are needed. 


Hospital Planning Vital | 


Meeting and solving the problem of handling disaster 
victims in hospitals already running at full capacity all the 





The emergency room of Parkland Memorial Hospital 
about one hour after a tornado struck Dallas on April 2. 






A young tornado victim is wheeled to the operating 
room at Parkland after receiving initial treatment, in- 
cluding glucose for shock, in the hospital’s emergency 
room. In the foreground, another survivor awaits emer- 
gency treatment. 


(Photographs courtesy of United Press. ) 
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time has been the Dallas Hospital Council, which has coordi- 
nated the development by each hospital of its own disaster 
program. 

Further, when the new Parkland Memorial Hospital was 
built, its construction was planned to meet disaster needs, 
and the new unit being planned by Methodist Hospital will 
also be arranged for quick adaptation. 

Parkland was the first hospital in the nation, actually, to 
emphasize planning of the building for disaster needs: all 
services for immediate treatment of the injured were grouped 
on the ground floor, and nurses’ classrooms were placed on 
this floor and equipped with removable walls so that space 
for more than 100 patients could be added. When the new 
clinic building is completed, space and facilities for care of 
injured will be greatly increased, since all of the two-bed 
rooms were made large enough for setting up of a third bed. 

The other Dallas hospitals have planned to adapt all 
available space for disaster patients, and, if the load becomes 
too great, patients who would leave the hospital soon will 
be asked to go home early to make more beds available. 

Each hospital employe in Dallas, also, has been supplied 
with a Civil Defense identification card so he can get to 
the hospital quickly if called back for emergency duty. 


Dallas County Society Helps 


The Dallas County Medical Society had assumed the re- 
sponsibility of organizing doctors for disaster service. Chair- 
manned by Dr. Ben Merrick, a committee which represents 
the society and the staffs of the respective hospitals organ- 
ized emergency teams (two for each institution) containing 
specialists to care for every kind of injury. 

Hospital staff doctors have had regular drills, in part 
responsible for the smoothness of the operation during the 
April 2 disaster. When the tornado hit, for instance, and 
Parkland’s public address system blared, “Report to the 
emergency room at once!”’, doctors, nurses, telephone opera- 
tors, and orderlies sprang into immediate action. 

Telephone operators first called the hospital’s doctors in 
Disaster Group I, and, an hour later, some of those in 
Group II. Dr. Morris J. Fogelman, head of the emergency 
service and professor of surgery at the University of Texas 
Southwestern Medical School, directed the 200-member hos- 
pital team. 

On arrival, every patient was seen by Dr. Fogelman, who 
sent the seriously injured to Dr. Jerry A. Stirman. The 
latter assigned physicians and nurses to each one. Patients 
with minor injuries were sent to another area where doc- 
tors assisted by nurses and students from the medical school 
began immediate treatment. At one time, 14 operating 
rooms were in use. As those with minor injuries were dis- 
charged, the Dallas County Red Cross Disaster Committee 
took over their care also. 

The Health Committee of the City-County Disaster and 
Civil Defense Commission consists of Drs. Woods, Merrick, 
Everett Fox, Henry Winans, J. W. Bass, Jim Pickard; Dr. 
Frank Kidd representing Baylor, Dr. Sam Stuart represent- 
ing Methodist, Dr. Joseph Murphy representing St. Paul’s, 
and Dr. Dan Gill representing Parkland hospitals; and 
Albert Scheidt, Parkland director. 

This, then, is how one community—and its doctors— 
prepared to handle an emergency which they had hoped 
would never come. 


NATIONAL CIVIL DEFENSE CONFERENCE SET 
The fifth annual National Medical Civil Defense Con- 
ference, sponsored by the Council on National Defense of 


the American Medical Association, will be held June 1 at 
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the Waldorf-Astoria in New York. The program will be 
devoted to the medical aspects of the hazards and effects of 
lethal radiation or radioactive fallout. The one day session 
with luncheon is open to interested physicians without fee. 


-Those who plan to attend should send their names, ad- 


dresses, and their intentions about staying for luncheon to 
Frank W. Barton, secretary of the AMA Council on Na- 
tional Defense, 535 North Dearborn Street, Chicago 10. 


PERSONALS 


Dr. Denton A. Cooley, associate professor of surgery at 
Baylor University College of Medicine, Houston, was among 
out-of-state lecturers participating in the fourth annual cardi- 
ovascular seminar sponsored by the Mississippi Heart Asso- 
ciation April 1-5. The session was conducted at the Uni- 
versity Medical Center in Jackson. 

Dr. Michael E. DeBakey, Houston, discussed “Surgical 
Considerations of Acquired Diseases of the Aorta: Analysis 
of 500 Cases,” when the Missouri State Medical Association 
held its annual session in Kansas City March 31-April 3. 

Dr. Albert W. Hartman, San Antonio surgeon, was among 
the chief speakers at the May 5-7 annual convention of the 
Texas Savings and Loan League in Houston. He is presi- 
dent of the San Antonio Surgical Society, governor of the 
American College of Surgeons, and chairman of the Coun- 
cil on Medical Education and Hospitals of the Texas Med- 
ical Association. 

Dr. Dick Cason, Hillsboro, has been presented the annual 
Outstanding Citizen Award of the Hillsboro Junior Cham- 
ber of Commerce for his work in heading tuberculosis and 
cancer drives. 

Dr. Z. T. Scott, Austin, and Mrs. Joe Gilbert, widow of 
the late Dr. Joe Gilbert, Austin, are prominently mentioned 
in a new book, “Weekend in September,” released April 15 
by Henry Holt and Company. Written by John Edward 
Weems, the book concerns the Galveston flood of 1900. 
Mrs. Gilbert was then Daisy Thorne, the young school 
teacher fiancee of Dr. Gilbert, whom she married in Gal- 
veston's first post-flood wedding. 

Dr. Ruth Bain, Austin, has been named by the Austin 
Soroptimist Club as one of four of the city’s outstanding 
women for the year. 

Dr. Victor E. Schulze, San Angelo, has been elected gov- 
ernor for Texas for the American College of Physicians, 
succeeding Dr. David W. Carter, Jr., Dallas, who has served 
the maximal term. 

Dr. P. I. Nixon, San Antonio, has received the $1,000 
Summerfield G. Roberts Award for the book which best 
portrays the influence, ideals, and traditions of the people 
of the Republic of Texas for his “The Early Nixons of 
Texas.” The award was announced during the meeting in 
Austin in April of the Texas State Historical Association, 
which also named Dr. Nixon an honorary fellow for life. 
Dr. J. M. Coleman, Austin, was among the speakers at the 
meeting, his topic being “Early Medicine in the Austin Area: 
George P. Hachenberg, An American Leonardo da Vinci.” 

Dr. B. F. Stevens, El Paso, has announced his near retire- 
ment after 58 years of practice. Dr. Stevens, who was 83 
years of age on May 1, has moved his office to his home 
and expects to take care only of his old patients. 

Dr. Vernon A. Tuck, Sherman, has recently been elected 
mayor of his home city, first physician ever to hold that 
office in Sherman. 

Dr. Stanley W. Olson, dean of the Baylor University Col- 
lege of Medicine, has been named chairman of the Houston 
Chamber of Commerce Health Committee. This group is 
to conduct “an exhaustive study to determine the most 
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pressing needs in the community in health as projected to 
1975.” 

Miss Nancy Jane Hallenburg of Houston became the 
bride of Dr. James E. Johnson of Galveston in rites read 
March 16 in that city. 

Daughters were born recently to Dr. and Mrs. James 
Goodnight of San Antonio; Dr. and Mrs. Adolph F. Kauff- 
mann in Fort Worth, December 15; Dr. and Mrs. Teddy 
M. Sousares in Austin, March 30. 

Dr. and Mrs. Tom Glass of San Antonio are the recent 
parents of twin boys. A son was also born to Dr. and Mrs. 
William Wagnon in Galveston, April 2. 


High School Essay Winners Announced 


Winners of the 1957 Texas essay contest sponsored by the 
Association of American Physicians and Surgeons are James 
Brady of Harlingen, first place; Edward Massin of Port 
Arthur, second; and Jim Fetters, Port Arthur, third. They 
received $125, $75, and $25 awards respectively, and their 
papers have been forwarded to the national competition. 

Subject choices for the high school students’ papers this 
year were “The Advantages of Private Medical Care” and 
“The Advantages of the American Free Enterprise System.” 

The contest was especially successful this year in the south- 
ern part of the state, says Dr. Durwood E. Neal, Fort Worth. 
In the Houston area, alone, 526 essays were submitted. 


AMA Joins in Pushing Pension Plan 


Seven associations have banded together to form the 
American Thrift Assembly for Ten Million Self-Employed. 
In addition to the American Medical Association, charter 
members include the American Bar Association, American 
Institute of Accountants, American Retail Federation, Na- 
tional Association of Real Estate Boards, American Dental 
Association, and National Association of Retail Druggists. 


Objective of the group is passage of legislation to author- 
ize deferment of income tax on a portion of income if put 
into a retirement or annuity program, with tax to be paid 
as the money is received back in the form of retirement 
benefits. Headquarters are 1025 Connecticut Avenue, Wash- 
ington, D. C., with F. Joseph Donohue as national chairman. 


Industrial Noise Can Cause Deafness 


Prolonged exposure to the noises in many industrial en- 
vironments can produce a permanent hearing loss. For- 
tunately, noise-induced hearing loss can be prevented for the 
large majority of persons exposed to noise if injury is dis- 
covered in time and noise is properly controlled. So writes 
the Subcommittee on Noise in Industry, Committee on Con- 
servation of Hearing of the American Academy of Ophthal- 
mology and Otolaryngology in a pamphlet outlining a hear- 
ing conservation program. The amount of deafness from 
noise is a personal factor; also it may be difficult for the 
victim to recognize because injury may take place in the 
sound range outside of the speech range. The permanent 
loss may become serious unless suitable tests are run on a 
periodic basis. 

The criteria for considering a hearing conservation pro- 
gram are met whenever persons have difficulty communi- 
cating by speech while in the noise; head noises or ringing 
in the ears after working in the noise for several hours; or 
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loss of hearing that has the effect of muffling speech and 
certain other sounds after several hours of exposure to the 
noise. 

To be effective, a hearing conservation program should 
include a noise exposure analysis, provision for control of 
noise exposure, and measurement of hearing. Medical su- 
pervision must be available if a hearing conservation pro- 
gram is to serve its dual purpose of preventing hearing loss 
and providing valid records for compensation claims. Com- 
panies without full-time medical departments can satisfy 
the general requirements of medical supervision by employ- 
ing medical consultants. 


Present knowledge of the relations of noise exposure to 
hearing loss is not yet adequate to propose “safe” amounts 
of noise exposure. However, a level where the initiation of 
noise exposure control and test of hearing is advisable is 
proposed in the pamphlet. 


Mention is made of the environmental control techniques, 
and a more complete discussion is given of the use of per- 
sonal protective measures and their values in various levels 
of noise. 


Six pages of the 24 page pamphlet are devoted to the 
measurement of hearing. A discussion is given on the 
method of testing, frequency of testing, the equipment and 
procedures, the type of facilities needed, and method of 
recording the data. For those concerned with this growing 
industrial health problem, references for future reading are 
given. 


The pamphlets may be purchased from the Director of 
Research, Dr. Aram Glorig, 111 N. Bonnie Brae, Los An- 
geles 28. 


Poliomyelitis Fellowships 


The National Foundation for Infantile Paralysis will 
make available a limited number of fellowships for medical 
students who wish to take advantage of vacation time for 
study during 1957. The program provides six fellowships 
for each approved medical school, two each in research in 
the biological and physical sciences related to medicine, 
public health and preventive medicine, and rehabilitation. 

Details are available from the Professional Education Di- 
vision, National Foundation for Infantile Paralysis, 120 
Broadway, New York 5. 


Texas Hospitals Report on Drugs 


Veterans Administration hospitals in Houston and Waco 
were among the 40 reporting on their studies with the 
tranquilizing drugs, promazine and chlorpromazine, when 
the VA held its third annual conference on chemotherapy 
in psychiatry May 9-10 in Downey, Ill. Dr. Jesse F. Casey 
of Washington, D. C., has been acting chairman of the 
executive committee for VA’s nationwide evaluation of tran- 
quilizing drugs in mental illness. 


Obstetrics Certification Deadline Named 


Applications for certification by the American Board of 
Obstetrics and Gynecology, new and reopened, for the 1958 
Part I Examinations are now being accepted. Deadline for 
receipt of applications is September 1, and further informa- 
tion may be received from Dr. Robert L. Faulkner, Secre- 
tary of the Board, 2105 Adelbert Road, Cleveland 6, Ohio. 


TEXAS State Journal of Medicine, MAY, 1957 


Texas Has 8,872 M.D.’s Properly Licensed 


Following the annual registration of physicians licensed 
by the Texas State Board of Medical Examiners, the secre- 
tary, Dr. M. H. Crabb of Fort Worth, has reported that as 
of April 1 there were 8,872 doctors of medicine registered 
in the state, 2,905 registered out of the state, making a total 
of 11,777 doctors of medicine licensed by Texas; there were 
633 doctors of osteopathy registered in the state, 373 out 
of the state, a total of 1,006. Twelve licenses in Texas (62 
out of state) were cancelled for nonpayment of the annual 
registration fee. 

Dr. Crabb points out that all doctors, whether practicing 
in the state or not, whether residing in the state or not, 
and whether serving in the armed forces or not, must regis- 
ter and pay their $5 fee annually by March 1 or be subject 
to cancellation of their license after they have been so noti- 
fied by two registered letters. 

Warning against the employment of physicians not li- 
censed or eligible for license in Texas, Dr. Crabb recom- 
mends that unknown practitioners be asked to show their 
licenses. He indicates that a handbook of registered physi- 
cians for 1957 which will show their names and addresses 
is being printed now. The Board of Medical Examiners will 
be glad to give information about licensees upon request. 


New Problems Seen as 
Doctor Draft Ends 


The United States Department of Defense, preparing for 
expiration of the special doctor draft act June 30, is moving 
ahead with legislation to amend the regular draft act so that 
physicians may be called up selectively. 

The proposed amendment in effect would waive the Se- 
lective Service Act’s prohibition against discrimination to 
the extent that physicians, dentists, and allied scientists could 
be called up by their professional classification. Thus these 
men, because they are in the particular professional groups, 
would be subject to special calls and not necessarily inducted 
in the same order as others in their same age group. 

Causing some concern in the medical profession is the 
possibility that June 30 will see the end, also, of the Na- 
tional Advisory Committee to Selective Service and its affil- 
iated volunteer state and local groups. The Defense Depart- 
ment amendment setting up the new doctor procurement 
mechanism under the regular draft has no provision for con- 
tinuing the committee. Selective Service had not recom- 
mended retaining the liaison group. 


X-Ray Diagnostic Developments Cited 


Radiological examinations have reached a state where 
soon it will be possible to study routinely many more human 
organs as they actually are functioning, and conclusions can 
be drawn about the presence of disease before any structural 
changes are even suspected. 

That is the prediction of Philadelphia radiologist Dr. W. 
Edward Chamberlain in the December issue of The Ameri- 
can Journal of Roentgenology, Radium Therapy and Nuclear 
Medicine. 

One of his reasons: With the help of new electronic de- 
vices, x-ray motion pictures have become an important tool 
for the physiologist. Short bursts of film may be made at 
sequence rates of 30, 60, 100, or even 200 frames per sec- 
ond, then projected at 12 to 24 frames per second for “slow 
motion” analysis. 
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Vocational Nurse Force Grows 


Next examination for licensing by the Board of Voca- 
tional Nurse Examiners has been set for August 3, the 


- chairman, Dr. R. D. Holt, reports. Counting the 383 can- 


didates who passed examinations in March and were granted 
licenses, a total of 17,778 vocational nurse licenses have 
been issued since the state law providing for such licensing 
went into effect in September, 1951. 

On April 5 of this year, the Governor signed H. B. 99 
amending the vocational nurse act to retain a licensed phy- 
sician, registered nurse, and hospital administrator on the 
Board of Vocational Nurse Examiners; otherwise, all nine 
appointments to the board would have been licensed voca- 
tional nurses after September. Among other changes pro- 
vided by H. B. 99, examining and licensing of undergradu- 
ate professional nurses with at least two years in an accred- 
ited school of professional nursing is allowed. 


A limited number of a “Directory of Licensed Vocational 
Nurses in Texas” issued in March is still available without 
charge to agencies requesting it and stating their particular 


need for it. Inquiries may be addressed to the board at 
904 Lavaca, Austin. 


MEDICOLEGAL NOTES 





Liability from Wrong Diagnosis 


The question has arisen from time to time as to the effect 
of incorrect diagnosis and what possible liability such in- 
correct diagnosis and what possible liability such incorrect 
diagnosis might have upon the physician involved. 

There are actually two types of situations that can be 
involved in a case concerning incorrect diagnosis. One of 
these would be a case in which the proper treatment fol- 
lowed an incorrect diagnosis, and the other situation would 


be a case in which improper treatment followed an incor- 
rect diagnosis. 


In a discussion of the possibility of liability of a physi- 
cian where proper treatment has followed an incorrect diag- 
nosis, the case of Taylor v. Suffield* would seem to give 
the result that would be reached. In this case, the physician 
had been sued for malpractice for the removal of the uvula 
palate and tonsillar pillars, and for faulty diagnosis and 
treatment for adenoids in suppurating ears in a tonsillec- 
tomy on a minor child 4 years old. In this case, the court 


held: 


It is also the rule in this connection “that unless im- 
proper treatment follows, a wrong diagnosis gives no 
right of action” (48 C. J. Sec. 113, pp. 1126-1127). 
This same authority at page 1142 announces the fol- 
lowing rule applicable to this case: “Negligence on 
the part of the physician or surgeon is not presumed 
but must be affirmatively proved. The same is true 
ordinarily with respect to the possession by the physi- 
cian or surgeon of the requisite skill and learning. On 
the contrary, in the absence of evidence on the sub- 
ject, it will be presumed that a physician or surgeon 
discharged his full duty to the patient, including the 
exercise of reasonable care and skill in his treatment.” 


As can be seen from the result reached in this case, un- 
less improper treatment follows an incorrect diagnosis, there 
will be no liability on the part of the physician. In fact, 
this holding would seem to indicate that even though the 





*52 S.W. (2d) 788. 
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physician had been negligent in arriving at his incorrect 
diagnosis, if the proper treatment followed, there would 
still be no liability. 

Possibly the type of situation which would arise most 
often is one in which improper treatment has followed an 
incorrect diagnosis. In answering the problem posed by a 
situation of this sort, it might be well to refer to the case 
of Edwards v. West Texas Hospital,t in which the court 
made the following statement: 


It is also true as asserted by appellees in their seventh 
counter- proposition that where due care, diligence, 
judgment and skill are exercised, a mere failure to 
diagnose correctly does not render a physician or sur- 
geon liable. 


Also in point is the case of Taylor v. Suffield* in which 
the court stated that: 


Appellee charged appellant with having made a 
faulty diagnosis and treatment of him for adenoids 
and suppurating ears thereby causing him to lose his 
power of hearing, and in the language of the de- 
cisions, the burden was upon appellee to show negli- 
gence or failure on the part of appellant to use the 
requisite care and skill in the diagnosis and treatment 
of him for adenoids and suppurating ears and the 
causal connection between his breach of duty in that 
regard and the loss of appellee’s ability to hear. 


Still another case in point is Christian v. Galutia,t in 
which the alleged malpractice action was based upon the 
diagnosis and treatment involved in the birth of the plain- 
tiff’s child. In that case, the court stated that: 


In order to prove that appellant was guilty of action- 
able negligence in failing to deliver the child by 
cesarean birth on the morning of November 16, 1947 
and delaying such operation until the evening of the 
same day, it was necessary for appellees to show by 
competent admissible evidence that such failure and 
delay constituted a breach of the legal duty which 
appellant owed to his patient of exercising ordinary 
skill and care in his professional efforts properly to 
deliver the child. Expert medical evidence was essen- 
tial to such proof because the matters of determining 
whether to use forceps in the delivery of the child, 
or to do a version extraction, or to do a cesarean sec- 
tion, and when or under what circumstances, if at 
all, a reasonably skillful physician and surgeon would, 
or should, have resorted to any or all of these various 
alternatives involving the practice of a highly special- 
ized art and a learned profession with respect to 
which no layman could have any personal knowledge 
or experience upon which the court and jury might 
rely for guidance. 


The previously mentioned cases would seem to indicate 
clearly that for a physician to be held liable when incorrect 
treatment has followed an incorrect diagnosis, the plaintiff 
must show that the incorrect diagnosis which resulted in 
the incorrect treatment was a result of the physician not 
exercising the ordinary skill and care that would have been 
exercised by a physician in the same or similar circumstances. 

To sum up better the law upon these two points, it would 
be well to remember that, first, unless the treatment com- 
plained of was incorrect, the correctness or incorrectness of 
the diagnosis will not bring about liability on the part of 
the physician. And, second, in a case in which both the 
treatment and the diagnosis are incorrect, it is necessary for 





*52S.W. (2d) 788. 
+89 S.W. (2d) 801. 
$236 S.W. (2d) 176. 
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the complaining party to prove that the physician was neg- 
ligent in arriving at his diagnosis for the ensuing incorrect 
treatment to be actionable. 


—PHILIP R. OVERTON, LL.B., Austin. 
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The Candy Stripers 
Sound, black and white, 10 min., 1957. 


Telling of opportunities for volunteer work by high 
school students in hospitals, this picture was filmed at Bap- 
tist Memorial Hospital in San Antonio. (Deposited by the 
Texas Commission on Patient Care.) 


%* Books 





Peptic Ulcer; Diagnosis and Treatment 


CLIFFORD J. BARBORKA, M.D., D.Sc., F.A.C.P., Asso- 
ciate Professor of Medicine and Chief, Gastroin- 
testinal Clinics, Northwestern University Medical 
School, and E. CLINTON TEXTER, JR., M.D., Asso- 
ciate in Medicine and Assistant Chief, Gastroin- 
testinal Clinics, Northwestern University Medical 
School, Chicago. 290 pages. $7. Boston, Little, 
Brown and Company, 1955. 


This small book is the successful attempt of the authors 
to incorporate their experiences and current opinions of 
medical and surgical treatment of peptic ulcer. The prac- 
ticing physician is kept in mind as the etiology, patho- 
genesis, and diagnosis are developed. Particular emphasis 
is laid on the doctor-patient relationship and the necessity 
of the patient’s following the prescribed therapy. Each 
chapter is in the form of a small monograph. The text is 
intelligible to an educated patient and could be used as a 
guide for him under his physician’s direction. An appendix 
carries menus and food recipes for a diet in peptic ulcer 
management. This book is a splendid summary of the sub- 
ject and should be valuable to medical students and general 
practitioners. 


The Human Adrenal Cortex, Vol. VIII 


Ciba Foundation Colloquia on Endocrinology. G. E. 
W. WOLSTENHOLME, O.B.E., M.A., M.B., B.Ch. and 
MARGARET P. CAMERON, M.A., A.B.L.S., editors 
for the Ciba Foundation, assisted by JOAN ETHER- 
INGTON. 665 pages. $10. Boston, Little, Brown 
and Company, 1955. 


Porphyrin Biosynthesis and Metabolism 


Ciba Foundation Symposium. G. E. W. WOLSTEN- 
HOLME, O.B.E., M.A., M.B., B.Ch. and ELAINE C. 
P. MILLAR, A.H.W.C., A.R.LC., editors for the 
Ciba Foundation. 308 pages. Boston, Little, Brown 
and Company, 1955. 


Vascular Surgery 


Medical Department, United States Army, Surgery 
in World War II. DANIEL C. ELKIN, M.D., and 
MICHAEL E. DEBAKEY, M.D., editors. 465 pages. 
Washington, D. C., Office of the Surgeon General, 
Department of the Army, 1955. 


This volume effectively covers vascular injuries and their 
complications as a result of injuries. It also covers periph- 
eral vascular disorders with the exception of trench foot, 
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immersion foot, and cold injuries, which are to be discussed 
in another volume. 

Many significant technical advances were made and are 
illustrated and discussed. This volume is particularly im- 
portant because vascular injuries are not commonplace in 
civilian life, and before World War II few surgeons had 
any large experience with this condition. The establishment 
of three vascular centers to which experienced surgeons 
were attached was a significant step and one which pro- 
moted the advance technically in the handling of vascular 
lesions. For the first time there was a concentration of clin- 
ical material under specialists whose background and train- 
ing were suited to carry out definite treatment and at the 
same time carry on important phases of clinical investigation. 

Some of the subjects covered are acute battle incurred 
arterial injuries, arterial aneurysms, arteriovenous fistulas, 
surgical management, operative procedures, anticoagulant 
therapy, reparative surgery, and adjunctive measures such 
as operative sympathectomy and postoperative management. 

Considerable attention is also given to the diagnosis, man- 
agement, and treatment, conservatively and with surgical 
aspects, such as sympathectomy and embolectomy in such 
conditions as thromboangiitis obliterans, arteriosclerosis, ar- 
terial thrombosis and embolism, Reynaud’s disease, and 
post-traumatic vasomotor disorders. 

All of us are now aware of the great work being done 
by Dr. DeBakey and associates in our own state in vascular 
surgery in which whole sections of great blood vessels may 
be replaced with homografts. Now that the use of plastic 
materials has entered the field, we may all be asking our- 
selves just how far we will be able to go. 

This volume is a contribution which undoubtedly will be 
of considerable interest and use to anyone interested in the 
subject of vascular conditions and their management and 
repair. 

—Joe C. Rude, M.D., Austin. 


A Doctor’s Marital Guide for Patients; 
Written for Those Married or About to Be Married 


BERNARD R. GREENBLAT, B.S., M.D., Associate At- 
tending, Obstetrics and Gynecology, Kings County 
Hospital, Brooklyn, N. Y.; Clinical Instructor, Ob- 
stetrics and Gynecology, University of the State of 
New York, School of Medicine, Brooklyn. 88 pages. 
$1.50. Chicago, The Budlong Press, 1956. 


A Doctor’s Marital Guide for Patients; 
Written for Those Married or About to Be Married 
(Catholic Edition) 


BERNARD R. GREENBLAT, B.S., M.D., Associate At- 
tending, Obstetrics and Gynecology, Kings County 
Hospital, Brooklyn, N. Y.; Clinical Instructor Ob- 
stetrics and Gynecology, University of State of New 
York, School of Medicine, Brooklyn. 88 pages. $1.50. 
Chicago, The Budlong Press, 1956. 


Practical Fluid Therapy in Pediatrics 


FONTAINE S. HILL, M.D., Assistant Professor of 
Pediatrics, University of Tennessee College of Med- 
icine, Memphis. 275 pages. $6.50. Philadelphia, 
W. B. Saunders Company, 1954. 


Ophthalmologic Diagnosis 


F. HERBERT HAESSLER, M.D., Professor and Direc- 
tor, Division of Ophthalmology, Marquette Univer- 
sity School of Medicine. 387 pages. $8. Baltimore, 
Williams and Wilkins Company, 1953. 
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Understanding the Japanese Mind 
JAMES CLARK MOLONEY, M.D., 252 pages. New 
York, Philosophical Library, 1954. 

Physician’s Federal Income Tax Guide, 1956 Edition 


HUGH J. CAMPBELL and JAMES B. LIBERMAN, edited 
by HENRY D. SHEREFF. 94 pages. $2.50. Great 
Neck, N. Y., Channel Press, Inc., 1955. 


Denial of Iliness; Symbolic and Physiological Aspects 


EDWIN A. WEINSTEIN, M.D., Associate Attending 
Neurologist, Mount Sinai Hospital, New York; Con- 
sultant Neuropsychiatrist, Army Medical Service 
Graduate School, Washington, D. C., and ROBERT 
L. KAHN, Ph.D., Research Psychologist, Mount Sinai 
Hospital, New York. 166 pages. $4.75. Spring- 
field, Ill., Charles C Thomas, 1955. 


Nervousness, Indigestion, and Pain 


WALTER C. ALVAREZ, M.D., Emeritus Professor of 
Medicine, University of Minnesota (Mayo Founda- 
tion); Emeritus Consultant, Division of Medicine, 
Mayo Clinic. 235 pages. $3.50. New York, Harper 
and Brothers, 1954. 


Classics of Biology 


AUGUST PI SUNER, Authorized English translation 
by CHARLES M. STERN. 337 pages. $7.50. Neu 
York, Philosophical Library, 1955. 


Pathology for the Surgeon 


WILLIAM BoyD, M.D., Edinburgh; F.R.C.S., Can- 
ada; F.R.C.P., London; M.R.C.P., Edinburgh; F.R.S., 
Canada. Lecturer on Humanities in Medicine, Uni- 
versity of Toronto; formerly Professor of Pathology, 
Universities of Manitoba, Toronto, and British Co- 
lumbia, ed. 7. 737 pages, with 547 illustrations in- 
cluding 10 in color. $12.50. Philadelphia, W. B. 
Saunders Company, 1955. 


Synthetic Drugs: A Handbook for Chemists, 
Physicians, and Pharmacists 


H. RONALD FLECK, M.Sc., F.R.I.C., F.R.M.S. 380 
pages. $12.50. London, Cleaver-Hume Press Ltd., 
1955. 


Medical and Psychological Teamwork in the 
Care of the Chronically Ill 


MOLLY HARROWER, Ph.D., Ed., Research and Con- 
sulting Psychologist, New York. 232 pages. $5.75. 
Springfield, Ili., Charles C Thomas, 1955. 


This book contains reports and discussions of a confer- 
ence held March 28-31, 1954, in Galveston, under the aus- 
pices of the Josiah Macy, Jr., Foundation, New York, and 
the University of Texas Medical Branch. 


Extrasensory Perception 


Ciba Foundation Symposium. G. E. W. WOLSTEN- 
HOLME, M.A., M.B., B.Ch., avd ELAINE C. P. MIL- 
LAR, A.H.W.C., A.R.L.C., Eds. 240 pages. $6. Bos- 
ton, Little, Brown and Company, 1956. 
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Thallium Poisoning 


J. J. G. PRIcK, Professor of Neurology and Psychi- 
atry, University of Nijmegen; W. G. SILLEVIS SMITT, 
Professor of Neurology, University of Utrecht, and 
L. MULLER, Industrial Physician, Enschede, The 
Netherlands. 155 pages. $3.95. Houston, Elsevier 
Publishing Company, 1955. 


The Rochester Regional Hospital Council 


LEONARD S. ROSENFELD, M.D., M.P.H., and HENRY 
B. MAKOVER, M.D. 204 pages. $3.50. Published 
for The Commonwealth Fund. Cambridge, Mass., 
Harvard University Press, 1956. 






ORGANIZATION 


* American 
Medical Association 
ea a a eee 


American Medical Association Session 
To Attract Many Texans June 3-7 


Texas physicians attending the American Medical Asso- 
ciation’s annual meeting in New York City June 3-7 will 
find a program of exhibits, scientific lectures, medical films, 
and color television programs lined up for their pleasure 
and enlightenment. 

Approximately 18,000 physicians from all over the coun- 
try are expected to participate in this world-famous “short 
course” in postgraduate medical education. Meanwhile, 
some 3,000 members of the Woman’s Auxiliary will gather 
at the Roosevelt Hotel for their own annual convention. 

Dr. David B. Allman, Atlantic City, will be inaugurated 
as President of the AMA at ceremonies Tuesday night, June 
4. The event will be telecast locally to the general public, 
but is open to physicians, their families, exhibitors, and 
guests. 

Focal point of the scientific program will be the Coli- 
seum—New York’s new exhibition hall—with four floors 
devoted to technical and scientific exhibits, many of the 
scientific meetings, and the color television program. A 
number of section meetings, plus the scientific film pro- 
gram, will be held in hotels nearby, and headquarters for 
the House of Delegates will be the Waldorf-Astoria. 

An outstanding scientific lecture schedule is being ar- 
ranged by the Council on Scientific Assembly. Kicking off 
this general program on Monday morning, June 3, will be 
a review of recent progress in surgery, while the afternoon 
session will deal with recent advances in medicine. Tues- 
day morning’s general meeting will feature discussion on 
the use and abuse of mood-altering drugs in daily practice. 
Formal section meetings will run from Tuesday afternoon 
through Friday morning. 

A member of the Texas Medical Association, Dr. Michael 
E. DeBakey, Houston, will be chairman of the American 
panel group when American and British physicians are 
linked in discussion across the Atlantic via the new under- 
seas cable during the convention. Arranged by Smith, Kline 
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and French Laboratories, the telephone hookup will join the 
AMA group with doctors at the Harvey Tercentenary Con- 
gress in London, and the two panels will discuss “Results 
of Cardiac Surgery.” 

The color TV program presenting live surgical procedures 
from Roosevelt Hospital will again be sponsored in co- 
operation with Smith, Kline and French Laboratories. Fur- 
ther, more than 20 foreign countries are sending special 
films dealing with many aspects of medical science to the 
“international medical film program.” 

Registration officially opens at the Coliseum Monday at 
8:30 a. m. and closes Friday noon; advance registrations 
will be accepted Sunday from 12 noon to 4 p. m. Further 
details are published in the April 20 issue of The Journal 
of the American Medical Association. 

Texas will have seven delegates to the House of Dele- 
gates at the meeting. These are Dr. Joseph B. Copeland, 
San Antonio; Dr. John K. Glen, Houston; Dr. L. C. Heare, 
Port Arthur; Dr. Milford O. Rouse, Dallas; Dr. Troy A. 
Shafer, Harlingen; Dr. Truman C. Terrell, Fort Worth; and 
Dr. James H. Wooten, Jr., Columbus. Delegate from the 
Section on Internal Medicine will be Dr. Charles T. Stone, 
Sr., Galveston. 

Appointed to reference committees of the House at the 
New York session are Dr. Rouse, chairman, Executive Ses- 
sion; Dr. Shafer, Reports of Officers; Dr. Glen, Rules and 
Order of Business. 

Dr. F. J. L. Blasingame, Wharton, is a member of the 
AMA Board of Trustees, serving until 1959. Texans on 
House of Delegates’ standing committees include: Dr. 
Charles T. Stone, Sr., Galveston, Council on Medical Edu- 
cation and Hospitals; Dr. B. E. Pickett, Sr., Carrizo Spring, 
chairman, Council on Constitution and By-Laws; Dr. Michael 
E. DeBakey, Houston, Council on Scientific Assembly; Dr. 
V. C. Baird, Houston, Council on Industrial Health; and 
Dr. Allen T. Stewart, Lubbock, Council on Rural Health. 

Presenting papers before the various sections will be 
Drs. A. S. Keats, Y. Kurosu, and J. Telford, Houston; Dr. 
James S. Reitman, Laredo; Drs. Paul E. Teschan and Charles 
R. Baxter, Fort Sam Houston; Dr. Morton H. Leonard, El 
Paso; Drs. Bernard T. Fein and Lawrence M. Shefts, San 
Antonio; and Dr. George W. Dorman, Dallas. Dr. J. Fred 
Mullins, Galveston; Dr. Elbert De Coursey, Fort Sam Hous- 
ton; and Dr. Jarrell E. Miller, Dallas, will serve as modera- 
tors and leaders of discussion. 


Participating in the AMA motion picture program are 
Drs. Denton A. Cooley and Benjamin A. Belmonte, Hous- 
ton, and Dr. Robert A. Murray, Temple. 


Among those presenting scientific section exhibits are 
Lewis Waters, Dr. Arthur Grollman, Miss Patricia O'Neill, 
and Miss Ruth Sanders, University of Texas Southwestern 
Medical School, Dallas; Dr. Heinrich W. Rose, School of 
Aviation Medicine, Randolph Air Force Base; Drs. Jules 
Rivkind and Virginia Healy, Brooks Air Force Base; Drs. 
B. H. Williams, C. J. Cramm, Jr., and Robert A. Murray, 
Scott and White Clinic, Temple; Drs. John H. Moyer, Sam 
A. Kinard, Ralph Ford, Edward Dennis, Coleman Caplovitz, 
and Paul K. Conner, Jr., Baylor University College of Med- 
icine, Houston; Drs. V. P. Collins, P. Gibbs, and I. David, 
Baylor University College of Medicine and Jefferson Davis 
Hospital, Houston; Drs. E. J. Tucker, Michael K. O’Heeron, 
James R. Fish, Marvin G. Rape, and Newton F. McDonald, 
Houston. 

Texas delegates to the convention will maintain a Texas 
Suite throughout the meeting in the Waldorf-Astoria Hotel. 
It will be open from 3 until 9 p. m. daily, Monday through 
Thursday, June 3-6, and all members of the Texas Medical 
Association, their wives, and friends are cordially invited 
to visit. 

Post-session tours to Europe and Bermuda are being of- 
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fered AMA members. Two European tours are offered, and, 
in cooperation with the World Medical Association, special 
scientific sessions have been planned in London, Paris, and 
Geneva. There are three trips to Bermuda. Further infor- 
mation is available from William J. Glennon, P. O. Box 
3433, Chicago 54. 


Texas 
Medical Association 


Dallas Session Full of 
Scientific, Business Action 


Although no records were set in attendance at the annual 
session of the Texas Medical Association in Dallas, April 
27-May 1, a total of 2,802 braved the much publicized rain 
and high waters to register at the meeting, taking advantage 
of a scientific program which featured 24 out-of-state guest 
speakers and included a score of specialty group meetings 
in addition to the refresher courses, general meetings, scien- 
tific section programs, scientific and technical exhibits, mo- 
tion pictures, and social and sport activities. 


New Officials 


Dr. Denton Kerr, Houston, succeeded Dr. Milford O. 
Rouse, Dallas, in the presidency of the Association; Mrs. 
H. S. Renshaw, Fort Worth, took over the Woman’s Aux- 
iliary gavel from Mrs. Richard C. Bellamy, Liberty. Dr. 
Howard O. Smith, Marlin, was named President-Elect of 
the Association; Dr. David W. Carter, Jr., Dallas, Vice- 
President; Dr. Charles P. Hardwicke, Austin, Speaker of 
the House of Delegates (succeeding Dr. Hobart O. Deaton, 
Fort Worth, who asked to be relieved of this position after 
four years); and Dr. James D. Murphy, Fort Worth, Vice- 
Speaker (succeeding Dr. Hardwicke). Dr. R. W. Kimbro, 
Cleburne, was reelected to the Board of Trustees and to its 
chairmanship. Dr. J. T. Billups, Houston, completing his 
final term as a Councilor as permitted by the By-Laws, was 
succeeded in the chairmanship of the Board of Councilors 
by Dr. Franklin W. Yeager, Corpus Christi. New members 
of the Board of Councilors include Dr. Henrie Mast, Mid- 
land, Second District; Dr. Carlos E. Fuste, Alvin, Eighth 
District; Dr. Herbert H. Duke, Baytown, Ninth District; 
and Dr. Stephen B. Tucker, Nacogdoches, Tenth District. 

Dr. G. W. Cleveland, Austin, was elected an alternate 
delegate to the American Medical Association to succeed 
Dr. J. C. Terrell, Stephenville, who continued as delegate 
designate. Members of the various councils whose terms 
of office expired with the 1957 session were reelected with 
the exception of Dr. May Owen, Fort Worth, who had 
served the full time authorized by the By-Laws and was 
succeeded by Dr. Herman C. Sehested, Fort Worth; Dr. L. 
Bonham Jones, San Antonio, already a member of the 
council, was appointed by the President to succeed Dr. Owen 
as chairman of the Council on Scientific Work. 

Dr. Thomas Ford Bryan of Dublin was elected by the 
House as General Practitioner of the Year for Texas. 


Indoctrination, Medicare, and 
Projects of Voluntary Health Groups 


Indoctrination of members, medical care of military de- 
pendents, and relationships with other groups and profes- 
sions seemed to create the greatest interest in the House 
of Delegates. 
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The state level program of indoctrination for new mem- 
bers adopted by the Association last year was reported to 
have been well received on the whole in its initial stages— 
72 attended the program given for the first time in Austin 
in January. The House voted to hold an indoctrination pro- 
gram in conjunction with each annual session in addition 
to those in Austin at the time of Executive Council meet- 
ings. Members transferring to a new county medical society 
will be expected to attend the state indoctrination course 
before becoming regular members unless they have attended 
such a course previously. Intern and resident members will 
be expected to go through an additional 24 months of pro- 
visional membership and the state level indoctrination 
course before becoming regular members. 

The House agreed to extend until the time of the 1958 
annual session the contract with the Department of Defense 
to participate in the Medicare program, at which time the 
program will be reevaluated. Col. Earl C. Lowrey, Wash- 
ington, D. C., deputy director of Medicare for the Depart- 
ment of the Army, reported on the program and compli- 
mented the Committee on Medicare of the Texas Medical 
Association and Blue Shield for what they have done to 
administer the program effectively in this state. He em- 
phasized that any individual physician may choose to take 
part in the program or not and to accept or refuse any in- 
dividual patient under the program. 

Discussion of health projects proposed by voluntary agen- 
cies before they are made public so that mutually agreeable 
arrangements involving physicians and their care of patients 
was recommended, and a committee will be available for 
this purpose. Attention was called to a previously adopted 
policy stating that poliomyelitis vaccine should be handled 
in the same manner and through the same channels as any 
other vaccine, that is, by commercial companies and in reg- 
ular medical practice. Study was advocated of the whole 
problem of medical care by groups or institutions that 
might be encroaching on the private practice of medicine. 
Veterans Administration hospitals and their care of patients 
with non-service-connected disabilities were mentioned for 
particular consideration. The development of an interpro- 
fessional code to guide physicians and lawyers in their rela- 
tionships to each other and to litigation involving medical 
questions was approved. 


The General Practitioner of the Year for Texas, Dr. 
Thomas F. Bryan of Dublin, is pictured with Dr. A. Fletcher 


Clark, Jr. (left) and Dr. J. C. Terrell in the Association’s 
Press Room. 
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Action on Scientific Matters 


Several positive steps were taken by the House in scien- 
tific matters. Recently introduced safety features on auto- 
mobiles, especially seat belts, were commended. A program 
to detect eye defects in school children was approved, as was 
a recommendation that immunization against poliomyelitis 
be suggested as a prerequisite to school attendance. A reso- 
lution proposing an amendment to national legislation that 
would prohibit the Food and Drug Administration from 
approving the addition to foods of agents known to be 
carcinogenic was referred to the Committee on Cancer for 
study and recommendation. 

The consultation by Dr. Francis J. Gerty of Chicago into 
the mental health program of Texas, sponsored by the Texas 
Medical Association in recent months, was reviewed. The 
House approved the idea of a continuing committee to ad- 
vise and plan with state agencies in the mental health field, 
perhaps with Dr. Gerty as consultant. In the tuberculosis 
area, the House looked with favor on cooperating with the 
Texas Tuberculosis Association and other interested groups 
in a recodification of state laws dealing with tuberculosis. 
It was noted that studies of maternal deaths in Texas carried 
on by the Association’s Committee on Maternal Mortality 
show that hemorrhage and inadequate prenatal care are the 
two major causes of maternal death in the state. Consider- 
able activity in the blood banking field was reported in de- 
tail, and the House approved the recommendation that phy- 
sicians experienced in blood banking take the lead in na- 
tional blood bank projects. 

Indications are, the House was told, that physical exami- 
nations of foreign nationals entering the state under bracero 
contracts are inadequate, and it was agreed that the Depart- 
ment of Labor should be encouraged to insist on adequate 
examinations and, if necessary, quarantine of braceros at 
the border. 

The Committee on Cardiovascular Diseases announced a 
grant from the Texas Heart Association to permit educa- 
tional information on heart conditions to appear monthly 
in the Journal. The availability of speakers in this specialty 
also was noted. 

The Committee on Public Health recommended that time 
be provided on county medical society programs for the 
presentation of information on public health problems and 
on the relationship of the public health officer and physi- 
cians in private practice. 

The Committee on Aging called attention to the growing 
problem of geriatrics and recommended that efforts be di- 
rected toward eventual retirement on the basis of individual 
capabilities rather than on an automatic retirement by a 
certain age. 

The House approved continued study leading toward the 
establishment of another state-supported medical school in 
Texas, to be located in San Antonio. Physicians also were 
encouraged to give greater support to the American Med- 
ical Education Foundation and directly to medical schools 
of their choice. 

The need for continued education of the medical profes- 
sion and of patients in the availability and most effective 
use of health insurance plans was emphasized. 


Legislation 


National legislation once more attracted attention. The 
House went on record in favor of the Bricker amendment, 
Jenkins-Keogh measures, repeal of the sixteenth amendment 
to the United States Constitution (income tax), and adop- 
tion of a twenty-third amendment to the Constitution to 
limit federal participation in business enterprises, and as 
opposed to federal aid to medical education. 

Approval was given to a certifying board for ophthalmic 
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technicians and to better recognition of medical technolo- 
gists (MT-ASCP) as a professional group. The work of 
the Texas Commission on Patient Care to encourage young 
people to enter health careers was noted. The Commission 
anticipates broadening its base to include additional ancil- 
lary medical groups in its deliberations. 


Organization 


The organizational and procedural aspects of the Associa- 
tion received attention by the House of Delegates. Branches 
of county medical societies under certain circumstances were 
authorized. Standing committees on scientific exhibits, 
school-physician relationships, and rural health and doctor 
distribution were established by amending the By-Laws. 
Additional committees, including one on military medical 
affairs and another on nuclear medicine, were proposed. 
The name of the Association’s scientific Section on Clinical 
Pathology was changed to the broader “Pathology.” Intern, 
resident, and inactive members will no longer endorse ap- 
plications for membership or serve as delegates. It was re- 
quested that steps be taken through committee study and 
recommendation to improve the procedures of the House 
of Delegates. Suggestions that the office of Vice-President 
of the Association be eliminated and that each of the scien- 
tific sections have a delegate in the House of Delegates 
involve changes in the Constitution and will not be acted 
on until next year. 









































Exhibits—both scientific and technical—were displayed 
throughout the annual session. The scientific exhibit in 
the foreground of the top picture was the first place win- 
ner of an award in the “’special individual” division. The 
technical exhibits are being set up in the bottom picture. 
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The Board of Trustees reported the Association in sound 
financial condition, with Journal advertising and technical 
exhibits at the annual session bringing in more revenue than 
in previous years, and with the mortgage’on the headquar- 
ters building being paid rapidly. However, it was pointed 
out that operating expenditures are about as large as they 
can be with present revenue; the current budget allows only 
a 2.5 per cent margin for emergencies. The Trustees also 
mentioned as major operating expenditures for the year: 
Memorial Library $31,000, annual session $25,000, office 
(including postage and telephone) $22,000, taxes $12,500, 
building operation and maintenance $10,500, and Journal 
$85,000 (of which $70,000 comes from advertising). A 
bequest of approximately $500,000 for loans to medical 
students and of $50,000 for the Memorial Library by the 
late Dr. Sam E. Thompson of Kerrville, and two trusts from 
anonymous donors to be used for medical projects chosen 
by the Trustees were acknowledged. 

A report of a survey conducted by the California Medical 
Association on group disability insurance plans sponsored 
by state and large county medical societies indicated that the 


Texas Medical Association plans ranks high in flexibility 
and benefits. 


Top left, medical students register for the annual ses- 
sion. Top right, fraternity and alumni tickets are dis- 
tributed near the registration desk. Center left, a special 
speaker gives a scientific presentation. Center right, an 
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The Executive Secretary noted that the Memorial Library 
has grown to more than 25,000 volumes with more than 
2,400 reference requests being handled last year. He stated 
that editorial pages of the Texas State Journal of Medicine 


‘increased by 39 per cent last year. He noted that a larger 


number of physicians than before are using the physicians 
placement service and that a larger percentage of commu- 
nity vacancies are being filled. Printing and reproduction 
in the headquarters office increased 47 per cent over a year 
before—more than a million and a half pieces of literature 
were printed in 1956. Membership in the Association was 
7,592 at the end of 1956, and a membership of 7,850 is 
anticipated before the end of this year. 


Scientific Exhibit Awards 


Awards for scientific exhibits at the session were given 
in three divisions. First place in the “individual” division 
was won by Drs. J. Walter Park, III, S. J. Greer, and 
Francis E. O'Neill of San Antonio for their exhibit on 
“Intrathoracic Vascular Anomalies Causing Tracheal Ob- 
struction”; second place by Dr. Jasper H. Arnold, Houston, 
“Importance of Bacteriologic Methods in Diagnosis of Urin- 


attentive audience at a scientific section meeting. Bot- 
tom left, the Fifty Year Club and guests. Bottom right, 
the Past Presidents Association and guests have luncheon. 
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ary Tract Infections”; and honorable mention by Drs. Dale 
J. Austin and Jesse E. Thompson, Dallas, “Surgical Manage- 
ment of Popliteal Aneurysms.” 

In the “special individual” division (exhibit by individ- 
uals but with special assistance from an institution or 
agency), first place went to Drs. Robert R. Shaw, Donald 
L. Paulson, and John L. Kee, Dallas, for “Bronchiogenic 
Carcinoma”; second to Drs. Francis M. Spencer, San An- 
gelo, and Lee S. Monroe, La Jolla, Calif., “Color Photo- 
micrographs in Teaching Recognition of the Intestinal Para- 
sites”; and honorable mention to Drs. Charles L. and James 
A. Martin, Dallas, “Is Radium Still Needed for Cancer 
Therapy?” 

“Institutional” exhibits winning citations were first, Scott 
and White Clinic, Temple, Drs. N. C. Hightower, A. C. 
Broders, Jr., R. D. Haines, A. W. Sommer, and J. F. Mc- 
Kenney, “Chronic Ulcerative Colitis—Diagnostic and Thera- 
peutic Considerations’; second, Southwestern Medical School 
of ‘the University of Texas, Department of Surgery, Dallas, 


iA 
The President's Dinner Party followed by dancing and 
entertainment. Top left, some of the guests at the head 
table, Mrs. Richard C. Bellamy, Dr; Foy Moody, the Den- 
ton Kerrs (left:to right). Top right, in the foreground, 


General Meeting Luncheon guests see Dr. Milford O. 
Rouse present the first Anson Jones award to Blair Justice 
(right). At the table in the foreground, facing the camera, 
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Drs. Ernest Poulos and Ben Wilson, “Management of Vas- 
cular Injuries in a Civilian Hospital”; and honorable men- 
tion, Hermann Hospital, Houston, Drs. Henry Goodwin 
Glass, George W. Waldron, and Wilson G. Brown, “Cancer 
in Thyroid Diseases.” 


Future Sessions and Registration 


Invitations from Travis County Medical Society and Tar- 
rant County Medical Society were received for the Associa- 
tion to meet in Austin and Fort Worth, respectively, in 
1960. A decision was referred to the Executive Council 
after study and recommendation by the Council on Scien- 
tific Work and the Board of Trustees. The 1958 session 
will be April 19-23 in Houston; the 1959 session, April 
18-22 in San Antonio. 

Registration at the Dallas meeting was broken down into 
the following groups: members 1,536, guests 33, visitors 305, 
exhibitors 316, Woman’s Auxiliary members 612, total 2,802. 


President Rouse chats with Philip Overton and Dr. J. B. 
Copeland, while couples dance “in the background. Bot- 
tom left, Fran Warren sings to the music of Skinny Ennis. 
Bottom right, some guests enjoy the party. 


are (left to right) Mrs. Sam E. Thompson, Mrs. Hobart O. 
Deaton, and Mrs. Milford O. Rouse. 
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+ County Societies 


NEW COUNTY SOCIETY OFFICERS 


The following new officers of county medical societies 
have been reported to the Texas Medical Association. New 
officers are also listed in the February Journal on page 125 
and in the April issue on page 295. 


Anderson-Houston-Leon—President, Dr. C. O. Murray, Jr., 
Crockett; vice-president, Dr. R. H. Bell, Palestine; secretary- 
treasurer, Dr. O. B. Harrington, Palestine; delegate, Dr. R. H. 
Bell. 

Angelina—President, Dr. Dan Spivey; vice-president, Dr. 
Benard Hyman; secretary-treasurer, Dr. Anna Beth Connell, 
all of Lufkin. 

Armstrong - Donley - Childress - Collingsworth-Hall-W heeler 
—President, Dr. Charles B. Jones, Wellington; vice-presi- 
dent, Dr. Carter Holcomb, Wellington; secretary, Dr. Dave 
V. Watkins, Wellington; delegate, Dr. James A. Odom, 
Memphis. 

Atascosa—President, Dr. U. B. Ogden, Pleasanton; vice- 
president and secretary-treasurer, Dr. John D. Austin, Pleas- 
anton; delegate, Dr. Walter H. Joyce, Lytle. 

Austin-W aller—President, Dr. Robert A. Neely, Bellville; 
vice-president, Dr. Winston B. Neely, Bellville; secretary- 
treasurer, Dr. Dallas Miles, Waller; delegate, Dr. S. C. 
Walker, Hempstead. 

Bastrop-Lee—President, Dr. Tom E. Linstrum, Elgin; vice- 
president, Dr. Sidney H. Richardson, Smithville; secretary- 
treasurer, Dr. Alford R. Hazzard, Giddings; delegate, Dr. 
Sterling M. Hardt, Bastrop. 

Baylor-Knox-Haskell—President, Dr. Joseph A. Massa, Sey- 
mour; vice-president, Dr. Temple W. Williams, Haskell; 
secretary-treasurer, Dr. Charles G. Markward, Knox City; 
delegate, Dr. Thomas S. Edwards, Knox City. 

Bee-Live Oak-McMullen—President, Dr. James L. Reagan, 
Beeville; vice-president, Dr. Ernest E. Miller, Beeville; secre- 
tary-treasurer, Dr. Howard E. Lancaster, Beeville; delegate, 
Dr. Tom B. Reagan, Beeville. 

Bell—President, Dr. John F. McKenney, Jr., Temple; pres- 
ident-elect, Dr. John J. Christian, Temple; vice-president, Dr. 
John W. Padgett, Killeen; secretary-treasurer, Dr. John J. 
Christian; delegates, Dr. G. V. Brindley, Jr., Temple; Dr. 
Robert A. Murray, Temple. 

Bexar—President, Dr. J. B. Copeland; president-elect, Dr. 
Charles W. Tennison; vice-president, Dr. Daniel D. Altgelt; 
secretary, Dr. Edwin M. Sykes, Jr.; treasurer, Dr. Ruskin C. 
Norman; delegates, Dr. Carl E. Bosshardt, Dr. A. Fletcher 
Clark, Jr., Dr. L. Bonham Jones, Dr. J. M. Partain, Dr. John 
C. Parsons, Dr. Jack B. Lee, all of San Antonio. 

Bowie—President, Dr. Max Baldridge, Texarkana; presi- 
dent-elect, Dr. Charles V. Bintliff, Texarkana; vice-president, 
Dr. W. S. Tyson, Jr., New Boston; secretary-treasurer, Dr. 
John G. Calhoun, Jr., Texarkana; delegate, Dr. Charles A. 
Smith, Texarkana. 

Brazos-Robertson—President, Dr. Nena A. Harris, College 
Station; president-elect, Dr. J. G. Sanders, Bremond; vice- 
president, Dr. L. B. Hughes, Hearne; secretary-treasurer, Dr. 
Joseph C. Gallagher, Hearne; delegate, Dr. W. C. Taylor, Jr., 
Calvert. 

Brooks-Duval-Jim Wells—President, Dr. J. Harold Wil- 
liams, Alice; vice-president, Dr. Glenn T. Howard, Alice; 
secretary-treasurer, Dr. Richard O. Albert, Alice; delegate, 
Dr. Glenn T. Howard, Alice. 

Camp - Morris -Titus—President, Dr. Lowell E. Rutledge, 
Daingerfield; vice-president, Dr. Robert L. Hardman, Mt. 
Pleasant; secretary-treasurer, Dr. James S. Leeves, Naples; 
delegate, Dr. Robert L. Johnson, Pittsburg. 
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Cass-Marion—President, Dr. Andrew J. Woods, Jefferson; 
vice-president, Dr. William S. Terry, Jefferson; secretary- 
treasurer, Dr. Jesse M. De Ware, III, Jefferson; delegate, Dr. 
Joe N. Nichols, Atlanta. 

Clay-Montague-W ise—President, Dr. Ben C. Merritt, Jr., 
Decatur; vice-president, Dr. James T. Darwin, Decatur; sec- 
retary, Dr. John H. Valcik, Decatur; delegate, Dr. John E. 
Latham, Jr., Bridgeport. 

Comal—President, Dr. Jack A. Bergfeld; vice-president, 
Dr. William W. Sullivan; secretary-treasurer, Dr. Stanley 
M. Woodward; delegate, Dr. Arthur Bergfeld, all of New 
Braunfels. 

Crane-U pton-Reagan—President, Dr. J. L. Wright, Jr., Big 
Lake; vice-president, Dr. James D. Gossett, Rankin; secre- 
tary-treasurer, Dr. John E. Terry, Crane; delegate, Dr. J. L-. 
Wright, Jr. 

Ellis—President, Dr. James B. Silman, Waxahachie; vice- 
president, Dr. John M. Montgomery, Milford; secretary-treas- 
urer, Dr. John G. Compton, Jr., Waxahachie; delegate, Dr. 
Herbert Donnell, Waxahachie. 

El Paso—President, Dr. Robert F. Thompson; president- 
elect, Dr. Gerald H. Jordan; vice-president, Dr. Branch Craige; 
secretary, Dr. Morton H. Leonard; secretary-elect, Dr. Donald 
H. Ewalt; treasurer, Dr. C. M. Stanfill; delegates, Dr. Merle 
D. Thomas, Dr. Russell L. Deter, Dr. Ralph S. Clayton, all 
of El Paso. 

Grayson—President, Dr. Emmett Essin, Jr., Sherman; vice- 
president, Dr. John Gleckler, Denison; secretary-treasurer, 
Dr. Maurice A. Weisberg, Denison; delegate, Dr. G. S. Row- 
lett, Jr., Sherman. 

Grimes—President, Dr. C. Marius Hansen; president-elect, 
Dr. E. T. Ketchum; vice-president, Dr. William S. Conkling; 
secretary-treasurer, Dr. H. L. Stewart; delegate, Dr. S. D. 
Coleman, all of Navasota. 

Hale-Floyd-Briscoe—President, Dr. Gene A. McClelland, 
Lockney; vice-president, Dr. Russell K. Williams, Plainview; 
secretary-treasurer, Dr. Jeff H. Davis, Plainview. 

Hardeman-Cottle-Foard-Motley—President, Dr. Walter A. 
Brooks, Quanah; vice-president, Dr. Raymond E. Sitta, Chilli- 
cothe; secretary-treasurer, Dr. John M. Taylor, Quanah; dele- 
gate, Dr. Albert C. Traweek, Sr., Matador. 

Hardin-T yler—President, Dr. Eugenia T. Guantt, Kountze; 
vice-president, Dr. John J. Gilchrist, Woodville; secretary, 
Dr. George D. Tennison, Silsbee; delegate, Dr. Wallace J. 
Poshataske, Silsbee. 

Harrison—President, Dr. Phillip L. Crayton; vice-president, 
Dr. George E. Bennett; secretary-treasurer, Dr. James H. Har- 
ris; delegate, Dr. Richard G. Granbery, all of Marshall. 

Hays-Blanco—President, Dr. T. Charles McCormick, Jr., 
Buda; vice-president, Dr. William L. Moore, Jr., San Marcos; 
secretary-treasurer, Dr. M. D. Heatly, San Marcos; delegate, 
Dr. William L. Moore, Jr. 

Henderson—President, Dr. Lonnie L. Cockerell; vice-pres- 
ident, Dr. John W. Gibson; secretary-treasurer, Dr. Norris 
E. Holt; delegate, Dr. Lonnie L. Cockerell, all of Athens. 

Hidalgo-Starr—President, Dr. Sheridan S. Evans, McAllen; 
president-elect, Dr. Wallace H. Shamburger, Jr., San Juan; 
vice-president, Dr. Hilburn D. Gilliam, McAllen; secretary- 
treasurer, Dr. Pruitt D. Terrell, McAllen; delegate, Dr. 
Marion R. Lawler, Mercedes. 

Hopkins-Franklin—President, Dr. Joseph B. Longino; pres- 
ident-elect, Dr. Lester A. Hodges; vice-president, Dr. Joseph 
B. Longino; secretary-treasurer, Dr. Omer F. Kirkpatrick; 
delegate, Dr. Earl Stirling, all of Sulphur Springs. 

Howard-Martin-Glasscock—President, Dr. Broadway Broad- 
rick; vice-president, Dr. T. J. Williamson; secretary-treasurer, 
Dr. Louise B. Worthy; delegate, Dr. John E. Hogan, all of 
Big Spring. 

Johnson—President, Dr. Olin T. Smyth, Jr.; vice-presi- 
dent, Dr. Glenn R. Wright; secretary-treasurer, Dr. W. R. 
Whitehouse; delegate, Dr. Tolbert F. Yater, all of Cleburne. 
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Karnes-Wilson—President, Dr. Jerry W. Oxford, Flores- 
ville; vice-president, Dr. S. R. Boykin, Floresville; secretary- 
treasurer, Dr. Shelby E. Shannon, Karnes City; delegate, Dr. 
Jerry W. Oxford. 

Kaufman—President, Dr. D. T. Friddell, Terrell; vice- 
president, Dr. William DeVlaming, Kaufman; secretary- 
treasurer, Dr. Harry M. Ricketts, Terrell; delegate, Dr. G. H. 
Alexander, Terrell. 

Kimble-Mason-Menard-McCulloch—President, Dr. Albert 
M. McCulloh, Brady; vice-president, Dr. James S. Anderson, 
Brady; secretary-treasurer, Dr. Joel H. Johnson, Mason; dele- 
gate, Dr. D. W. Jordan, Brady. 

Kleberg-Kenedy—President, Dr. Collier M. Sublett; vice- 
president, Dr. William A. Ewert; secretary-treasurer and dele- 
gate, Dr. Charles B. Lambeth; all of Kingsville. 

Lamb - Bailey - Hockley - Cochran — President, Dr. Dale P. 
Campbell, Levelland; vice-president, Dr. Dan M. Brown, 
Morton; secretary-treasurer, Dr. Raymond A. Reid, Level- 
land; delegate, Dr. William C. Nowlin, Littlefield. 

Lampasas-Burnet-Llano—President, Dr. Garland L. Dans- 
by, Llano; vice-president, Dr. Dan J. Hoerster, Llano; secre- 
tary-treasurer, Dr. Peggy J. Newman, Burnet; delegate, Dr. 
Ray L. Sheppard, Burnet. 

Lavaca—President, Dr. George A. Spikes; vice-president, 
Dr. Herbert G. Liberty; secretary-treasurer, Dr. William H. 
Yates; delegate, Dr. George A. Spikes, all of Hallettsville. 

Limestone—President, Dr. Charles H. Brewster, Mexia; 
president-elect, Dr. David T. Wells, Mexia; secretary, Dr. 
Stanley Cox, Groesbeck. 

Medina-Uvalde-Maverick-Val V erde-Terrell-Edwards-Real- 
Kinney-Zavala—President, Dr. B. Oliver Lewis, Eagle Pass; 
vice-president, Dr. George M. Allison, Uvalde; secretary- 
treasurer, Dr. T. B. Samsel, Jr., Crystal City; delegate, Dr. 
Dean P. Dimmitt, Uvalde. 

Milam—President, Dr. Elmer O. Smith, Jr., Cameron; 
vice-president, Dr. Thomas S. Barkley, Rockdale; secretary- 
treasurer, Dr. Manuel O. Slaughter, Rockdale; delegate, Dr. 
Clifford G. Swift, Cameron. 

Navarro—President, Dr. Robert L. Campbell, Corsicana; 
vice-president, Dr. Ben H. Griffin, Frost; secretary-treasurer, 
Dr. Bernard Rosen, Corsicana; delegate, Dr. Paul H. Mitchell, 
Corsicana. 

Nolan-Fisher-Mitchell—President, Dr. Lawrence H. Rudd, 
Colorado City; vice-president, Dr. Sam A. Loeb, Sweetwater; 
secretary-treasurer, Dr. John H. Chinn, Colorado City; dele- 
gate, Dr. Tom D. Young, Sweetwater. 

Nueces—President, Dr. J. L. Barnard; president-elect, Dr. 
H. E. Griffin; vice-president, Dr. A. L. Lane; secretary, Dr. 
John Lingenfelder; treasurer, Dr. Haddon B. Woods, all of 
Corpus Christi. 

Palo Pinto-Parker-Y oung-Jack-Archer—President, Dr. Carl 
H. Whalen, Weatherford; vice-president, Dr. William G. 
Mask, Jacksboro; secretary-treasurer, Dr. William B. Allens- 
worth, Mineral Wells; delegate, Dr. H. E. Griffin, Graham. 

Potter—President, Dr. J. Ralph Lemmon; president-elect, 
Dr. Capres S. Hatchett; vice-president, Dr. H. Fred Johnson; 
secretary-treasurer, Dr. John R. Archer; delegates, Dr. E. A. 
Rowley, Dr. William Klingensmith, all of Amarillo. 

Randall-Deaf Smith-Parmer-Castro-Oldham-Swisher—Pres- 
ident, Dr. Leta N. Boswell, Canyon; vice-president, Dr. Lewis 
B. Barnett, Hereford; secretary-treasurer, Dr. G. Dudley 
Moore, Jr., Canyon; delegate, Dr. R. E. Cogswell, Dimmitt. 

Runnels—President, Dr. John E. Green, Jr., Ballinger; 
vice-president, Dr. Lloyd L. Downing, Ballinger; secretary- 
treasurer, Dr. Henry H. McCreight, Winters; delegate, Dr. 
Charles F. Bailey, Ballinger. 

Rusk—President, Dr. Harold S. Kennamer, Overton; pres- 
ident-elect, Dr. Lynn Hilbun, Henderson; vice-president, Dr. 
James H. Mann, Henderson; secretary-treasurer, Dr. Chester 
L. McShan, Henderson; delegate, Dr. Lloyd Deason, Hen- 
derson. 
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San Patricio-Aransas-Refugio—President, Dr. Melross C. 
Rittiman, Sinton; president-elect, Dr. Dan R. Baen, Mathis; 
secretary-treasurer, Dr. F. S. Ewing, Sinton; delegate, Dr. 
Claude A. Selby, Sinton. 

Smith—President, Dr. James P. Mullowney; president- 
elect, Dr. C. B. Young; vice-president, Dr. J. W. Birdwell; 
secretary-treasurer, Dr. Frank Green; delegate, Dr. Madison 
Lee, Jr., all of Tyler. 

Tarrant—President, Dr. J. A. Hallmark; president-elect, 
Dr. William E. Flood; vice-president, Dr. Warren W. Moor- 
man; secretary-treasurer, Dr. Emory Davenport; delegates, 
Dr. Thomas L. Shields, Dr. Mal Rumph, Dr. James D. Mur- 
phy, Dr. E. P. Hall, Jr., Dr. Drue O. D. Ware, all of Fort 
Worth. : 

Van Zandt—President, Dr. W. J. Garrett, Van; vice-presi- 
dent, Dr. H. A. Baker, Wills Point; secretary-treasurer, Dr. 
R. M. Golladay, Wills Point; delegate, Dr. H. A. Baker, Wills 
Point. 

Victoria-Calhoun-Goliad—President, Dr. Rufus A. Steven- 
son; vice-president, Dr. C. U. Bickford; secretary-treasurer, 
Dr. Curtis B. Pillsbury; delegate, Dr. Joseph V. Hopkins, all 
of Victoria. 

Wichita—President, Dr. William L. Rosenblatt; president- 
elect and vice-president, Dr. Richard L. Nelson; secretary- 
treasurer; Dr. Frank S. Browne; delegates, Dr. J. D. Hall, Dr. 
R. L. Daily, all of Wichita Falls. 

Williamson—President, Dr. Roy H. Kirkpatrick, Taylor; 
vice-president, Dr. C. J. Daniel, Taylor; secretary-treasurer, 
Dr. H. R. Gaddy, Jr., Georgetown; delegate, Dr. A. J. Rice, 
Georgetown. 

Wood—President, Dr. James W. Williams, Mineola; sec- 
retary-treasurer, Dr. Roscoe O. Moore, Mineola; delegate, Dr. 
Virgil E. Robbins, Quitman. 


* District Societies 


Second District Society 


Election of officers, a scientific program attended by 40 
doctors, and a large banquet and dance were features of 
the annual meeting of the Second District Medical Society, 
held in Big Spring March 30. 

Dr. J. Vernon McKay, Lamesa, was elected president; 
Dr. A. H. Daniell, Brownfield, vice-president; and Dr. 
Noble L. Rumbo, O’Donnell, secretary-treasurer. Dr. Hen- 
rie E. Mast, Midland, was nominated as candidate for 
councilor, to succeed Dr. R. B. G. Cowper, Big Spring, 
who has served three terms. 


The scientific program included: “The Cancer Operation 
—General Considerations” by Dr. John V. Goode, Dallas 
surgeon and president of Southwestern Surgical Society; 
“Medical Care of Inoperable Malignancies” by Dr. Arthur 
Grollman, professor of internal medicine, Southwestern 
Medical School, Dallas; “Pitfalls of General Surgery” by 
Dr. Goode; and “The Hypothyroid Patient” by Dr. Carey 
G. King, Jr., Dallas internist. 

Dr. Clyde E. Thomas, Jr., Big Spring, outgoing presi- 
dent, presided. Mrs. Harold Lindley of Pecos, first vice- 
president of the Texas Medical Association Woman’s Aux- 
iliary, was auxiliary speaker for the occasion. 


Third District Society 


Dr. William Klingensmith, Amarillo surgeon, was elected 
president of the Third District Medical Society when that 
group held its annual meeting in Lubbock March 30. Other 
officers elected were Dr. Robert Mitchell of Plainview, 
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president-elect; Dr. Paul Spring of Friona, first vice-presi- 
dent; Dr. Charles Jones of Wellington, second vice-presi- 


dent; and Dr. H. Fred Johnson of Amarillo, secretary- 
treasurer. 


Host group was the Lubbock-Crosby Counties’ Medical 
Society. Dr. Milford O. Rouse of Dallas, Texas Medical 
Association President, was special guest, and Dr. Albert 


Barsh of Lubbock, outgoing district president, was program 
chairman. 


The program included the following: 


Symposium on Backache—D. Stuart Wolf, Oklahoma City, moder- 
ator; Dr. Jack Dunn, Jr., Rochester; Dr. Louis J. Levy, Fort Worth; 
Dr. Harrell C. Dodson, Oklahoma City. 

Symposium on Eye, Ear, Nose, and Throat and Pediatrics—Dr. George 
M. Waddill, Jr., Amarillo, moderator; Dr. Alvis F. Johnson, Dal- 
las; Dr. Oliver W. Suehs, Austin; Dr. Everett R. Veirs, Temple. 


Luncheon talk, ““A Look at Texas Medicine Today’’—Dr. Milford O. 
Rouse, Dallas, President of the Texas Medical Association. 
SURGICAL SECTION 


Dr. Warren B. Poole, Lubbock, Chairman 
Principles of Colon and Rectal Surgery—Dr. Harrell C. Dodson, Jr., 
Oklahoma City. 


Diagnosis and Treatment of Common Ankle Injuries—Dr. Louis J. 
Levy, Fort Worth. 


Breast Cancer—Dr. Harrell C. Dodson, Jr., Oklahoma City. 


Diagnosis and Treatment of Common Wrist Injuries—Dr. Louis J. 
Levy, Fort Worth. 


MEDICAL SECTION 


Dr. Robert H. Mitchell, Plainview, Chairman 
Recent Developments in Muscular Dystrophy and Related Myopathies 
—Dr. Stuart Wolf, Oklahoma City. 


Management of the Patient with Congenital Heart Disease—Dr. Alvis 
F. Johnson, Dallas. 


The Relation of Life Stress to Coronary Artery Disease—Dr. Stuart 
Wolf, Oklahoma City. 


The Care of the Premature Infant—Dr. Alvis F. Johnson, Dallas. 
EYE, EAR, NOSE.AND THROAT SECTION 
Dr. Grady M. Wallace, Lubbock, Chairman 


Nasolacrimal Surgery—Dr. Everett R. Veirs, Temple. 


Secretory Otitis Media: Etiology, Diagnosis and Management—Dr. 
Oliver W. Suehs, Austin. 


Hypotony Following Intraocular Surgery——Dr. Everett R. Veirs, 
Temple. 


OBSTETRICS AND GYNECOLOGY SECTION 
Dr. Charles Nash, Lubbock, Chairman 


Menstrual Dysfunctions and Amenorrhea — Dr. Willard R. Cooke, 
Galveston. 


Newer Aspects in Sterility—Dr. William F. Guerriero, Dallas. 


Defeminizing Conditions and Hirsutism—Dr. Willard R. Cooke, Gal- 
veston. 


Summary of Recent Developments in Diagnosis and Management of 


Cancer of the Cervix, Uterus, and Ovary—Dr. William F. Guer- 
riero, Dallas. 


A breakfast for county medical society officers, dinner 
and entertainment, and exhibits rounded out the program. 
Mrs. Ben B. Hutchinson, Lubbock, was chairman of a pro- 
gram for members of the Woman’s Auxiliary. 


Amarillo will be host to the society next spring. 


Tenth District Society 


Dr. Denton Kerr, then President-Elect of the Texas Med- 
ical Association, was chief speaker, and Dr. Stephen B. 
Tucker of Nacogdoches was nominated for Tenth District 
Councilor, when the Tenth District Medical Society held its 
spring meeting March 2 in Orange. 

Scientific papers presented included: ‘Pediatric Urology” 
by Dr. Kenneth Arnett, Lufkin; “Pediatric Cardiology” by 
Dr. Dan McNamara, Houston; and “Refrigeration Treat- 
ment of Burns” by Dr. L. W. Crossman, Baytown. Dr. 
C. W. Castle, Liberty, president, presided. 

Forty-two members attended the session, during which 
plans were made for a meeting in Port Arthur in October. 
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Thirteenth District Society 


Dr. J. B. Cummins, Fort Worth, was presented with an 
honorary membership in the Southern Medical Association 
during the annual meeting of the Thirteenth District So- 
ciety held in Fort Worth March 13. 

New officers elected were Dr. Roy Wilson, Seymour, 
president; Dr. W. R. Sibley, Abilene, vice-president; and 
Dr. Robert D. Moreton, Fort Worth, secretary-treasurer for 
another term. 

A total of 125 doctors attended the session, held in con- 
junction with the spring seminar of the Tarrant County 
Academy of General Practice. The latter group presented 
the scientific program, which was furnished by the post- 
graduate department of the University of Texas Southwest- 
ern Medical School, Dallas. 

Speakers and topics included: “Acidosis and Alkalosis” 
by Dr. James Y. Bradfield, “Stupor and Coma” by Dr. 
Jabez Galt, “Emergencies in the Management of Cardio- 
vascular Disease’’ by Dr. Carleton B. Chapman, “Emer- 
gencies Arising in the Gastrointestinal System” by Dr. 
Lawrence B. Sheldon, Dallas; and “Emergencies Arising 
from Hypersensitive States” by Dr. Albert M. Tocker. 

Also on the program were Dr. J. A. Hallmark, president 
of the Tarrant County Medical Society; Dr. R. L. Nelson, 
Wichita Falls; Dr. H. O. Deaton, Fort Worth; Dr. Travis 
Smith, Abilene; Dr. M. O. Rouse, Dallas; Dr. R. W. Kim- 
bro, Cleburne; Dr. John R. Richards, president of the Tar- 
rant County Academy of General Practice; and Dr. Alice 
Gambill, Fort Worth. Dr. W. P. Higgins Jr., newly ap- 
pointed vice-councilor, was introduced. 

Abilene was chosen as the 1958 meeting place of the group. 


National Auxiliary to Meet Next Month 


The Woman’s Auxiliary to the American Medical Asso- 
ciation has planned its annual convention for the Hotel 
Roosevelt, New York, June 3-7, simultaneous with the 
AMA meeting. Giving a report on the Woman’s Auxiliary 
to the Texas Medical Association will be Mrs. H. S. Ren- 
shaw, Fort Worth, new President. Mrs. John D. Gleckler, 
Denison, President-Elect of the Texas Auxiliary, will serve 
as dean of the Texas delegation. 

Registration will be open Sunday, June 2, through Thurs- 
day. Round-table discussions will be held Monday and 
Wednesday afternoons; general meetings will be held Tues- 
day, Wednesday, and Thursday mornings; a board of direc- 
tors’ meeting is scheduled for Thursday afternoon; and a 
post-convention workshop for state presidents, presidents- 
elect, and national committee chairmen will be held Friday. 

Social events include a tea honoring the President and 
President-Elect Monday; a luncheon honoring national past 
presidents Tuesday, with Dr. Howard Rusk, director of the 
Institute of Physical Medicine and Rehabilitation at the 
New York University—Bellevue Medical Center, as speaker; 
a luncheon Wednesday honoring the President and Presi- 
dent-Elect with Dr. Dwight H. Murray, President of the 
AMA, as speaker; and the annual dinner for Auxiliary mem- 
bers, husbands, and guests Thursday with Professor Allen 
Richard Foley of Dartmouth College as speaker. 
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MRS. HORACE STEPHEN RENSHAW 
BECOMES AUXILIARY PRESIDENT 


Mrs. Horace Stephen Renshaw is the fortieth President of 
the Woman’s Auxiliary to the Texas Medical Association, 
serving for the year 1957-1958. 


In planning her year of presidency Mrs. Renshaw thought 
carefully to find a fitting slogan to stress. “Zest and Aware- 
ness” were the result. These words span the alphabet from 
A to Z in reverse. Her scope of activities in the Auxiliary 
is this inclusive. She has been a devoted member of this 
organization, and because her previous Auxiliary interests 
have been varied and outstanding, she is well known in Fort 
Worth, in the Thirteenth District, and throughout Texas. 
By attending several meetings at the American Medical 
Association headquarters in Chicago she understands that 
organization’s aims and endeavors in protecting the health 
of this nation. 


Perhaps Mrs. Renshaw is best known in executive offices 
because of her thorough knowledge of parliamentary pro- 
cedure. She has been the author and the consultant on 
constitutional revisions for various organizations. 

Carol Jim Renshaw has a biography rich in cultural, civic, 
and social activities. Her parents, Mr. and Mrs. Charles H. 
Roberts, gave to her an innate cultural background. Professor 
Roberts was the head of the History Department of Texas 
Christian University, and her mother was also on the teach- 
ing staff. In their home one felt that the fine things in life 
were stressed along with its practical aspects. Tradition be- 
came ingrained in our leader. 

Mrs. Renshaw was born in Oklahoma but came to Texas 
at the age of 5 and was graduated from the public schools 
of Fort Worth. She got her bachelor of arts degree from 
Texas Christian University and her master of arts degree 
from the University of Michigan, her major subjects being 
history and English. After graduation, Mrs. Renshaw taught 
English in Paschal High School in Fort Worth and later was 
on the faculty of the English Department of Texas Christian 
University. 

Her parents were interested in all broadening experiences 
for their daughter and included travel in her education. Her 
mother accompanied her to Europe, and a trip to South 
America had been planned with her father when he became 
ill and passed away. Since their marriage, Dr. and Mrs. 
Renshaw have traveled extensively over the North American 
continent. 

Mrs. Renshaw has felt keenly the responsibility of a citi- 
zen. She has served in many capacities in the local, state, 
and national political scene; has been a member of the school 
board of Fort Worth, serving for several terms as the secre- 
tary; and has served in all the Parent-Teacher Associations 


Officers of the Woman’s Auxiliary to the Texas Medical 
Association for 1957-1958: President, Mrs. Horace S. Ren- 
shaw, Fort Worth; President-Elect, Mrs. John D. Gleckler, 
Denison; First Vice-President, Mrs. John H. Wootters, Hous- 
ton; Second Vice-President, Mrs. J. C. Terrell, Stephenville; 
Third Vice-President, Mrs. Richard L. Hudson, Corpus Chris- 
ti; Fourth Vice-President, Mrs. H. O. Padgett, Marshall; Fifth 
Vice-President, Mrs. O. N. Mayo, Brownwood; Treasurer, 
Mrs. William C. Barksdale, Borger; Recording Secretary, Mrs. 
Harold Lindley, Pecos; Corresponding Secretary, Mrs. J. 
Franklin Campbell, Fort Worth; Publicity Secretary, Mrs. 
F. C. Lowry, Austin; Parliamentarian, Mrs. Ramsay H. Moore, 
Dallas; Executive Secretary, Miss Hazel Casler, Austin. 
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of the schools with which she has been associated, being 
president of several. 

As to social clubs, Mrs. Renshaw has been a member and 
an officer in the Woman’s Club of Fort Worth, Sorosis Club, 
Round Table, and Dinner Dance Club. She has kept her 
close ties with Texas Christian University. Her church affili- 
ation is with the University Christian Church, where she is 
very active. 

These things speak of the public life of our leader, but 
by her family and her friends she is best loved. She and Dr. 


h 


Mrs. H. S. Renshaw 


Renshaw were married in 1934 and have lived in Fort Worth 
ever since, except while Dr. Renshaw served the Army with 
distinction in World War II as orthopedic surgeon in Wil- 
liam Beaumont Hospital in El Paso and McCloskey Hospital 
in Temple. They are the parents of two sons. Charles will 
be graduated this June in premedical studies summa cum 
laude from TCU and was early accepted for Johns Hopkins 
Medical School next fall. His plans also include a wedding 
in June to Miss Sally Tull of Amarillo. Their second son, 
James Stephen or “Speedy,” is still in high school. 

To this family friendship is of paramount importance. 
They are known for their gracious hospitality, their depend- 
able loyalty, and their desire to be of service. Mrs. Renshaw’s 
personality glows with a warm friendliness that gives her a 
happy, secure outlook on life. 

The fortieth President of the Woman’s Auxiliary to the 
Texas Medical Association brings a leadership with fine prin- 
ciples on which to build its service. We can depend on 
thoroughness, fitness with keen insight, discipline, respect for 
tradition along with a modern concept and approach in this 
progressive time. The wheel of fortune will turn with a 
master at the helm, we may be assured. We can say with the 
wise men of old about Mrs. Horace S. Renshaw the following: 


“Strength and honor are her clothing . . . 
Her own works praise her in the gates.”’ 
—Mkrs. A. B. PUMPHREY, Fort Worth. 


State Convention Report in June Issue 
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DR. J. R. SYPERT 


Dr. Jefferson Reed Sypert, Dallas physician who received 
a special certificate for 50 years’ service to his profession 
from the University of Texas Medical Branch in 1953, died 
at his home March 24, 1957, of a cerebrovascular accident. 

Dr. Sypert was born at Rogers in Bell County on January 
21, 1875, son of William Rufus and Etna (Reed) Sypert. 
He attended Texas Christian University, then the old Add- 
Ran College in Waco, where he was captain of the first school 
football team; his medical degree was received from the 
University of Texas Medical Branch in Galveston in 1903. 
He interned at St. Joseph’s Infirmary in Houston and took 
his residency at Santa Fe Hospital in Temple, after which he 
practiced in Holland, Texas, for 15 years. From 1918 until 
June, 1956, he was a general practitioner in Dallas. 


For the past six years associated with the Southwest Clinic 
Association, Dr. Sypert was an honorary member of the Dal- 
las County Medical Society, the Texas Medical Association, 
and the American Medical Association. He had belonged to 
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Bell County Medical Society when practicing in Holland. 
He was a charter member of the Oak Cliff YMCA and a 

member of its board of directors for 20 years, as well as serv- 

ing as an elder of the Oak Cliff Christian Church for 30 years. 


Dr. Sypert and Miss Laura Mewhinney were married in 
Holland on December 14, 1904. 


He is survived by his wife; two daughters, Mrs. Robert 
Holland, Sr. and Mrs. Newsome Gay, both of Dallas; two 
sisters, Mrs. Etna Thompson of Dallas and Mrs. Robert Reed 
of Toledo, Ohio; two grandchildren; and four great-grand- 
children. 
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DR. WILLIAM S. WEBB 


Dr. William S. Webb, Fort Worth, died of acute myo- 
carditis and pneumonitis March 21, 1957, in a local hospital. 

Dr. Webb, the son of Dr. and Mrs. E. M. Webb, was born 
September 6, 1895, in Chillicothe and received his early edu- 
cation there. He attended Texas Christian University, Fort 
Worth, and his medical education was obtained at Vanderbilt 
University, Nashville, where he was graduated in 1921. He 
interned at St. Joseph Hospital in Fort Worth and at Charity 
Hospital in New Orleans. In New Orleans he specialized in 
eye, ear, nose, and throat. Subsequently he was certified by 
the American Board of Otolaryngology. 

In 1934, Dr. Webb went to Shikarpur, Sind, India, on 
the Baluchistan frontier, where he specialized in cataract sur- 
gery with Dr. Henry T. Holland of Quetta, Baluchistan, at 
the Seth Hilarand Hospital. From there he went to the 
Mathra Das (Moga) Hospital at Moga-Tasil, Punjab, India, 
where he was associated with Dr. Mathra Das, famous Indian 
eye surgeon. En route home he visited and operated in the 
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following eye clinics of Europe: Fuch’s of Vienna, Austria; 
Anton Elschnig’s, Prague, Czechoslovakia; von Lint’s, Brus- 
sels, Belgium; and Barraquer’s, Barcelona, Spain. Returning 
home in May, 1935, he resumed his practice in Fort Worth, 
where he was active until his death. 

Dr. Webb was a member of the Tarrant County Medical 
Society, Texas Medical Association, American Medical Asso- 
ciation, Southern Medical Association, and Fort Worth Acad- 
emy of Medicine and a fellow of the American College of 
Surgeons. Certified by the American Board of Otolaryng- 
ology, Dr. Webb was a member of the Fort Worth Eye, Ear, 
Nose, and Throat Society, Texas Society of Ophthalmology 
and Otolaryngology, and American Laryngological, Rhino- 
logical, and Otological Society. 

Surviving Dr. Webb are his wife, the former Miss Olive 
Martin; their daughter, Mrs. Helen Webb Wightman, New 
Orleans; his mother of Chillicothe; and a granddaughter. His 
son lost his life in a boating accident exactly nine years prior 
to the date of Dr. Webb’s death. 
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DR. FRANK A. SOMER 


Dr. Frank Alois Somer, Ennis, Texas, died March 4, 
1957, in a Houston hospital. 

The son of Alois and Anna (Podany) Somer, Dr. Somer 
was born March 8, 1895, in Austria. He attended the Uni- 
versity of Texas, Austin, and was graduated in medicine 
from Loyola University Medical School, Chicago, in 1926. 
After serving an internship at St. Bernard Hospital, Chicago, 
he did general practice there until 1930, when he moved to 
East Bernard, Texas. In 1937 he did postgraduate work at 
Washington University, St. Louis, and then took a residency 
at Grasslands Hospital, Valhalla, N. Y., returning to Texas 
in 1939 to practice in the specialty of eye, ear, nose, and 
throat, first in Cameron, and since 1949 in Ennis. 

A member of the Ellis County Medical Society, Texas 
Medical Association, and American Medical Association, 
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Dr. Somer also belonged to the Dallas Academy of Ophthal- 
mology and Otolaryngology and Theta Kappa Psi medical 
fraternity. He was a member of the Catholic Church. Dur- 
ing World War I, Dr. Somer saw service with the United 
States infantry. 

Dr. Somer is survived by his wife, the former Miss Lydia 
Clara Janak of Weimar, whom he married June 18, 1933, 
in Luling; a son, Frank Lynn Somer, both of Ennis; and 
one brother, Joe F. Somer of East Bernard. 


DR. J. EDWARD HODGES 


Dr. James Edward Hodges, pioneer general physician- 
gynecologist of Houston, died at his home in that city on 
March 11, 1957, of chronic myocardial degeneration. 

Born March 14, 1875, in Georgetown, Dr. Hodges was 
the son of John Henry and Cornelia Caroline (Carothers ) 
Hodges. He received a bachelor of science degree from 
Southwestern University in Georgetown in 1897, and then 
was awarded medical degrees from both the University of 
Texas and the University of Pennsylvania. He was house 
surgeon and consulting surgeon at the former Houston In- 
firmary Sanitarium from 1898 to 1901, opening his office 
for private practice in the old Binz Building, Houston’s first 
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skyscraper, in 1901, year of the Spindletop oil boom. 

One of the founders and first secretary of the Harris 
County Medical Society, Dr. Hodges was one of the two 
remaining charter members at the time of his death, three 
days before his eighty-second birthday. He had belonged to 
the Texas and American Medical Associations throughout his 
career, being elected last year to honorary membership in 
the state group. He was an organizer and member of the 
staff of St. Joseph’s Hospital and Jefferson Davis Hospital 
and a founder of the Houston Academy of Medicine and 
of the Harris County Chapter of the American Red Cross. 

He was gynecologist, secretary, chief of staff, and on the 
surgical staff of St. Joseph’s Infirmary; lecturer at St. 
Joseph’s training school for nurses; member of Methodist, 
St. Elizabeth’s, and Memorial Hospitals staffs; honorary pro- 
fessor of gynecology, Baylor University College of Medicine; 
member of the Houston District Medical Advisory Board 
for the United States; a one-time nominee for “General 
Practitioner of the Year’; member of the Harris County 
Selective Service Board during World War II; and author 
of a number of scientific papers. 

Listed in “Who’s Important in Medicine,” Dr. Hodges 
held professional and honorary memberships in John Ashurst 
Junior Surgical Society of the University of Pennsylvania; 
Phi Alpha Sigma and Phi Rho Sigma medical fraternities; 
and Allegro. He was a member of the Postgraduate Med- 
ical Assembly of South Texas. 
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Dr. Hodges, who delivered more than 2,000 babies in 
his lifetime, attended hundreds without compensation. Be- 
sides rearing and educating his own children and stepchil- 
dren, he befriended 18 other youngsters by clothing, feed- 
ing them, and paying for their education. For 33 years, 
he cared for the students and sisters of the Convent of the 
Good Shepherd without charging for his services. 

A member of St. Paul’s Methodist Church, Dr. Hodges 
was Once its youngest steward and lived to be its oldest. A 
baptismal font at the church commemorates three of his 
sons who died in infancy. 

The physician was married first to Miss Mary Agnes 
Coghlan, who died in 1931. He later married Mrs. Lannie 
Russell Withers. 

Surviving Dr. Hodges are his wife; three children, J. 
Edward Hodges, Jr. of Hitchcock, Mrs. S. L. Hamilton of 
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Houston, and Mrs. Ida Sue Bottenfield of Austin; three 
stepchildren, Dr. Henry W. Withers, Mrs. John W. Mecom, 
and Mrs. Earl T. Mackey, all of Houston; two brothers, 
H. A. and Marvin C. Hodges, both of Georgetown; and 
19 grandchildren. 


DR. ALLAN C. SHIELDS 


Dr. Allan Clark Shields, Victoria, Texas, died of a heart 
attack March 6, 1957, in Victoria. 

Dr. Shields was born on October 14, 1901, in Victoria, 
the son of Frederick B. and Mary (Clark) Shields. After 
attending Victoria schools, he went to Texas Agricultural 
and Mechanical College from 1917 to 1918 and to the 
University of Texas from 1919 to 1921, and received his 
medical degree from the University of Texas Medical Branch 
in Galveston in May, 1925. He interned at St. Mary’s Hos- 
pital in Galveston, and did postgraduate work at New York 
University and Bell Medical College, Babies Hospital in New 
York, Lahey Clinic in Boston, New York Medical Center, 
and Mayo Clinic in Rochester. 

Owner of Victoria Hospital, Dr. Shields became a fellow 
of the American College of Surgeons in 1940. He was a 
member of the Victoria-Calhoun-Goliad Counties Medical 
Society (which he had served as secretary), Texas Medical 
Association, American Medical Association, American Acad- 
emy of General Practice, and Southwestern Surgical Con- 
gress. 

Dr. Shields was a lifetime Rotary member in Victoria; 
an elder of the First Presbyterian Church there; and past 
president of the Victoria School Board and Victoria Country 
Club. A Victoria elementary school was named for Dr. 
Shields and his father in 1952. 


DR. ALLAN C. SHIELDS 


He became the husband of Miss Avis Shell in a Galveston 
ceremony read on May 16, 1927. She has been active in 
the Woman’s Auxiliary to the Texas Medical Association and 
currently is public relations chairman. 

Surviving in addition to his wife are two sons, Dr. Allen 
H. Shields of Beaufort, S. C., and Frederick S. Shields of 
Galveston; one daughter, Mrs. Dan Conoly, Jr., of Austin; 
and seven grandchildren. 
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DR. ALBERT R. BEAL 


Dr. Albert Raymond Beal, for 45 years a general practi- 
tioner in San Antonio, died December 12, 1956, in Graham, 
where he had moved upon his retirement from active prac- 
tice in 1955. 

Dr. Beal was a native of Rock Island County, Ill., where 
he was born July 3, 1867. After medical study at the State 
University of Iowa, the state where his family had moved, 
Dr. Beal served a mining company in Chihuahua, Mexico, 
as surgeon before being graduated in medicine at Rush 
Medical College, Chicago, in 1893. He practiced briefly in 
Colorado, three years in Washta, Iowa, and 12 years in 
Moline, Ill., before moving to San Antonio. 

Since coming to Texas Dr. Beal had been a member of 
the Texas Medical Association and American Medical Asso- 
ciation through Bexar County Medical Society. He was 
elected to inactive membership in the state organization in 
1956. He was a member of the Association of Military 
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Surgeons of the United States, was for 10 years a health 
officer for American Airlines, and was supreme medical 
examiner for the Home Fraternal League. He was a mem- 
ber of the Masonic Order, Shrine, Odd Fellows, and Church 
of Christ. 

Dr. Beal is survived by his wife, the former Miss Sybil 
Clay, whom he married July 30, 1945, in Tildon; a daugh- 
ter, Mrs. Ben Sweeney, Hollywood; a granddaughter, Mrs. 
Robert Sigmier, Hollywood; and two great grandchildren. 
His first wife, the former Miss Ida M. Freeman of Mil- 
waukee, preceded him in death. 


DR. C. J. HAMME 


Dr. Curtis John Hamme, Edinburg, Texas, died in that 
city on February 27, 1957. 

He was a native of Eaton County, Mich., having been 
born there on October 30, 1884, the son of Augustus H. 
and Laura (Julius) Hamme. He attended York County 
Academy in York, Pa., and Susquehanna University, Selins 
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Grove, Pa., before receiving his medical degree in 1911 
from Jefferson Medical College in Philadelphia. 

Dr. Hamme was a general practitioner in Dover, Pa., 
from 1911 until 1928, at which time he moved to Edin- 
burg, where he practiced until 1955. 

He was a Selective Service examiner during World War 
II, and in the earlier World War had held a lieutenant’s 
commission although he was not called to service. 

Dr. Hamme was president in 1922 of the York County, 
Pa., Medical Society; president of the Hidalgo-Starr Coun- 
ties Medical Society in 1931 and secretary of that group 
from 1938 to 1941; member of the American Medical 
Association; and member of the Texas Medical Association, 
in which he was elected to honorary membership in 1956. 

Interested in many civic activities, Dr. Hamme was a 
trustee and steward of the Edinburg Methodist Church; past 
commander of the Knights Templar; and member of Ma- 
sonic Lodge, Shrine, Knights of Malta, and Odd Fellows. 
He was president of the Edinburg Citrus Association, a 
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bank director in his hometown, and a past president of the 
Edinburg Kiwanis Club. His hobbies were hunting, fishing, 
and travel. 

Dr. Hamme and the former Miss Fairy Elma Smyser were 
married on June 4, 1911, in Philadelphia. 

He is survived by his wife; two sons, Dr. Ralph E. 
Hamme of Edinburg and Lorne S. Hamme of Weslaco; a 
daughter, Mrs. Mae Hamme Terry of Fairfield, Calif.; and 
four brothers, Lawrence E. Hamme, Thomasville, Pa., and 
Edgar J. Hamme, Frederick D. Hamme, and Arthur H. 
Hamme, all of York, Pa.; and a sister, Mrs. Ada Hamme 
Beck, Williamsport, Md. 


DR. FRANK C. BEALL 


Dr. Frank Cooke Beall, Fort Worth surgeon, died Febru- 
ary 25, 1957, of cancer. 

Dr. Beall was born March 4, 1880, in Fort Worth, the son 
of Dr. Elias James and Frances Cooke Van Zandt Beall. 
After completing his elementary education in Fort Worth, 
he attended Bingham Preparatory School in Ashville, N. C., 
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and the University of Texas, Austin, where he was graduated 
in 1902. He then completed his medical degree at Johns 
Hopkins University School of Medicine, Baltimore, being 
graduated first in his class in 1906. After interning at Johns 
Hopkins Hospital, Dr. Beall returned to Fort Worth to 
practice. 

A member of Tarrant County Medical Society, Texas Med- 
ical Association, and American Medical Association through- 
out his career, Dr. Beall was president of the county society 
in 1934, chairman of the Section on Obstetrics and Gynecol- 
ogy of the state organization in 1923, and an honorary mem- 
ber of the state group since 1949. He was a charter member 





DR. FRANK C. BEALL 


and the seventh president of the Texas Surgical Society, a 
member of the Southern Surgical Society, and a fellow of 
the American College of Surgeons. He also belonged to the 
Thirteenth District Medical Society, Fort Worth Academy of 
Medicine, and Alpha Omega Alpha medical fraternity. Dr. 
Beall was especially interested in cancer and did much to get 
the cancer organization in Texas started; he was on the ad- 
visory board of the Anderson Cancer Foundation. He was a 
member of Phi Beta Kappa scholastic fraternity and Beta 
Theta Pi social fraternity. 


On June 1, 1909, in Houston, Dr. Beall and Miss Daisy 
Wilson were married; she died July 30, 1954. Two daugh- 
ters, Mrs. Hunter McLean and Mrs. Beall Ryan; a sister, Mrs. 


V. B. Stevens; and two brothers, Van Zandt Beall and Jarvis 
Beall, all of Fort Worth, survive. 


DR. CHARLES F. CARTER 


Dr. Charles Franklin Carter, Gilmer, Texas, died Febru- 
ary 5, 1957, in his automobile south of Gilmer following 
a heart attack. 

Born November 7, 1890, at Enon, Upshur County, Dr. 
Carter was the son of Jefferson Franklin and Maggie (Jones) 
Carter. He attended school in Upshur County and was grad- 
uated from what is now East Texas State College, Com- 
merce. His medical degree was obtained from old Fort 
Worth University Medical College in 1913. After doing 
general practice a year in Omega, Gregg County, Dr. Carter 
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moved to Fort Worth and became associated with the Ter- 
rell Laboratories. He later attended the University of Michi- 
gan to do postgraduate work in pathology and microbiology 
and then returned to Texas and Terrell Laboratories. He 
went to Dallas in 1920 and was active there until about 
three years ago, when he went into semiretirement at Gil- 
mer, where he had opened a small laboratory. He con- 
tinued, however, to direct the Carter Clinical Laboratories 
in Dallas. 

Dr. Carter was consulting pathologists for Becton Clinic, 
Greenville; Ragland Clinic Hospital, Gilmer; St. Joseph’s 
Hospital, Paris; and Philips Clinic Hospital, Greenville. At 
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one time he was pathologist for Mother Frances Hospital, 
Tyler, and he had been director of laboratories at Parkland 
Hospital, Dallas; instructor in pathology and microbiology 
at Parkland School of Nurses; and consulting pathologist 
for St. Louis Southwestern Railway Hospital, Texarkana. 
He was author of “Principles of Microbiology” and “Micro- 
biology and Pathology,” and with a co-author, Dr. Alice L. 
Smith, had completed only last year a full revision of the 
latter work. 


A member of the Dallas County Medical Society, Texas 
Medical Association, American Medical Association, Dallas 
Southern Clinical Society, and Theta Kappa Psi medical 
fraternity, Dr. Carter was a charter member of the Ameri- 
can Society of Clinical Pathologists and a fellow of the 
American College of Clinical Pathologists. 

During World War I Dr. Carter served with the Navy 
Medical Corps as a lieutenant. He was stationed in New 
Orleans, where he married Miss Ann Taber on June 15, 
1918. Mrs. Carter survives, as do two sons, William F. 
Carter, Dallas, and Truman Terrell Carter, Gilmer, and a 
sister, Mrs. Malcolm Smith, -Gilmer. 


DR. J. E. BOYD 


Dr. James Edwin Boyd, Hillsboro, Texas, died in a local 
hospital January 7, 1957, after a heart attack. 

A native of Aquilla, Dr. Boyd was born February 3, 1881; 
his parents were Edwin Ruthven and Ada (Ingram) Boyd. 
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He attended Baylor University, but received his medical edu- 
cation at the Memphis Hospital Medical College, Memphis, 
Tenn. (now the University of Tennessee College of Medi- 
cine), from which he was graduated in 1903. Later, he did 
postgraduate work in the Chicago Eye, Ear, Nose, and Throat 
Hospital. After graduation from medical school, Dr. Boyd 
practiced nine years in Aquilla, but moved in 1912 to Hills- 
boro and specialized in eye, ear, nose, and throat. He built 
the Boyd Hospital there in 1922, and was its owner and man- 
ager at the time of his death. It was sold recently to Drs. 
J. M. Buie and Silas W. Grant, and they have named it the 
J. E. and Rosa Boyd Hospital. 


Dr. Boyd was a member of the Texas and American Med- 
ical Associations through the Hill County Medical Society, 
which he had served as secretary from 1933 through 1945 
and as president in 1946 and 1947. He also was a member 
of the Twelfth District Medical Society, Masonic Lodge, Ro- 
tary International, Chamber of Commerce, Christian Church, 
and a former member of the Hillsboro school board. 
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He was married in February, 1904, to Miss Rosa Wright, 
McGregor. Mrs. Boyd survives as do a daughter, Mary Jane 
Boyd, Waco; a son, John Edwin Boyd, Hillsboro; and three 
sisters, Mrs. Evelyn Gidney, West; Mrs. Marcus Wigginton, 
Austin; and Mrs. Armede Osborne, Fort Lauderdale, Fla. 


DR. HAROLD ROOSTH 


Dr. Harold Roosth, Tyler, Texas, died of a cerebral hem- 
orrhage February 7, 1957, in a Tyler hospital. 

Born in that city on September 22, 1915, Dr. Roosth was 
the son of Sam and Celia (Wengrow) Roosth. He attended 
Tyler public schools and Tyler Junior College, received a 
bachelor of arts degree from the University of Texas, Aus- 
tin, in 1936, and got his medical degree at the University 
of Texas Medical Branch in Galveston in 1940. He interned 
at St. Vincent’s Hospital in Erie, Pa., until entering military 
service in 1941, and took his residency at John Sealy Hos- 
pital in Galveston from 1946 to 1948. Since that time, Dr. 
Roosth had practiced internal medicine in Tyler, where he 


375 














and his brother, Dr. Wiley Roosth, recently had moved their 
offices into the new Roosth Clinic Building. 

Dr. Roosth was a medical officer during World War II, 
beginning as a first lieutenant in August, 1941, and being 
discharged in 1946 as a lieutenant colonel. He was a par- 
ticipant in four European Theater campaigns. 

In Tyler, Dr. Roosth was on the attending and consulting 
staff of Medical Center Hospital and Mother Frances Hos- 
pital. He was a member of the Smith County Medical So- 
ciety, Eleventh District Medical Society, Texas Medical Asso- 
ciation, American Medical Association, American Trudeau 
Society, American Diabetes Association, Texas and National 
Geriatrics Societies, Texas Tuberculosis Association, and 
Texas Heart Association. 
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He was a past president of the Tyler Optimist Club; a 
member of Ahavath Achim Synagogue, B'nai B'rith, Zionist 
Organization of America, and Tau Delta Phi and Phi Delta 
Epsilon fraternities. 

Dr. Roosth married Miss Rosa Lee Leaman of Galveston 

‘on August 22, 1942, in Tyler. 

He is survived by his wife; three children, Thomas Mal- 
colm, Cynthia Ann, and Marleen Samea Roosth of Tyler; 
five brothers, Bennie, Isadore, Sol, Jake, and Dr. Wiley 
Roosth, all of Tyler; and a sixth brother, Dr. Hymie Roosth 
of Corpus Christi. 





DR. T. H. McCONNELL, JR. 


Dr. Thomas Hugh McConnell, Jr., Sulphur Springs, Tex- 
as, died of a heart attack February 27, 1957. He had been 
ill for about four years. 

A native of Waller, Dr. McConnell was born April 2, 
1909, the son of Thomas Hugh and Rebecca (Shelton) Mc- 
Connell. A graduate of the University of Texas, Austin, 
and the University of Texas Medical Branch, Galveston, Dr. 
McConnell served his internship and a residency at Park- 
land Hospital, Dallas. He then began the practice of gen- 
eral medicine and surgery in Sulphur Springs, being active 
there from 1936 until 1954. 

Dr. McConnell was a member of the Hopkins-Franklin 
Counties Medical Society, Texas Medical Association, and 
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American Medical Association throughout his professional 
career and served his county society as president in 1946. 
He was a member of Phi Chi, Alpha Omega Alpha, and the 
Baptist Church. He was a Mason and Shriner, a reserve 
Army officer, and consultant to the local draft board. 

Miss Hazel Alice Ditto and Dr. McConnell were married 
in Dallas, June 14, 1935. Mrs. McConnell; two sons, 
Thomas Hugh McConnell III, a student at Rice Institute, 
Houston, and James Michael McConnell, Sulphur Springs; 
and a sister, Mrs. Jewell Askew, Houston, survive. 


DR. JAMES G. FLYNN 


Dr. James Graham Flynn died of coronary thrombosis 
January 31, 1957, in Houston, Texas. 

Born in Galveston on February 3, 1885, he was the son 
of John W. and Susan (Cole) Flynn, and received his pre- 
liminary education in the Dallas public schools. He then 
attended the University of Texas Medical Branch, Galveston, 
from which he was graduated in 1907. He interned at John 
Sealy Hospital, Galveston, and studied at the Rockefeller 
Institute, New York. Dr. Flynn practiced in Galveston un- 
til 1926, then moved to Houston, where he remained until 
his death. 
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He was a member of the Texas and American Medical 
Associations through the Harris County Medical Society, 
and also was a member of the Texas Surgical Society, Hous- 
ton Club, Doctors Club, and Episcopal Church. He was a 
fellow of the American College of Surgeons, a past assistant 
professor of clinical surgery at Baylor University College of 
Medicine, a past president of the Postgraduate Medical As- 
sembly of South Texas, and a thirty-second degree Mason 
in both the York and Scottish Rite Orders and a member 
of the Shrine. 

During World War I, he was a lieutenant colonel in the 
Army Medical Corps, served in Camp Bowie, and as chief 
surgeon of a base hospital. 

Dr. Flynn and Miss Charlotte Robertson were married 
August 21, 1907, in Galveston. Mrs. Flynn, Houston, and 
a son, James Graham Flynn, Jr., and a brother, John W. 
Flynn, both of Dallas, survive. 
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